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This is the Illinois Central Hospital 
in Chicago, Ill. Armstrong’s Battleship 
Linoleum was specified for a'l the corri- 
dors and rooms of this hospital by the 
architects, Richard E. Schmidt, Garden 
& Martin. These linoleum floors have 
given excellent service since they were 
installed in 1916. Miss M. Christie, 
the Superintendent, states that she has 
on many occasions recommended linoleum 
as an economical flooring for hospitals 























Richard E. Schmidt, Garden & Mar- 
tin, architects of the Illinois Central 
Hospital in Chicago, frequently use Arm 
strong’s Linoleum in their work They 
say, “In view of the perfection attained 


in the manufacture of linoleum, the ad- 
vances in the method of laying, and 
maintenance, we are recommending it t 
our clients as a most desirable floor ma- 
terial for homes, business offices, must 
ums, libraries, and other public places.’’ 


Where Floors Must Be Resilient and Quiet, 
Handsome, Simple to Maintain, and Enduring 


floor of the semi-soft type, Armstrong’s Linoleum is 
why 


I tos ef in the hospital you need a dependable 


your best buy. Here are some of the reasons 
your money, when put into an Armstrong floor, is a real 
investment and not an extravagance: 


1. Durability—Cork and oxidized linseed oil, from which 
Armstrong’s Linoleum is made, never decay. Protect li- 
noleum from the action of strong alkali soaps by regular 
waxing and polishing and it is a genuinely permanent floor. 
Its life is the lifetime of the building in which it is installed. 


2. Inexpensive Maintenance—The modern waxing and 
polishing treatment provides a means of keeping li- 
noleum floors beautiful, clean, and sanitary at an 


Look for the 


the striking new designs in Armstrong’s Linoleum, properly 
laid and thoroughly waxed and polished. If you think of 
linoleum only as plain “battleship” colorings, you have a 
real treat coming when you see the jaspés, marble inlaids, 
inset tiles, and handcraft tiles. 

4. Resilience—The springy cork and elastic oxidized lin- 
seed oii in linoleum make it a permanently quiet, com- 
fortable, nonslippery floor. 

5. Guaranteed Quality—The guiding principle in all the 
Armstrong factories is quality—not “how cheap,” but “how 
good” can linoleum be made. This company stands behind 

every piece of linoleum it sells. 


The next time your floors need attention, give us 


, . " CIRCLE A 
s y Ww — 4 >. se ° ° ° 
et, op terermoone 6 org to a third Mes iain past a an opportunity to advise you as to the economies and 
1 in ordl 1 rlap bac : , : . 
- ’ RSy WES MoppnE ake secre & —_ greater floor satisfaction you can obtain by using 


of most types of floors. It will pay you to investigate 
this point alone. 


3. Beauty—No floor is more beautiful than one of 


Armstrong’ Linoleum 


Armstrong’s Linoleum. For information and service, 
address Armstrong Cork Company, Linoleum Division, 
Lancaster, Pa. 


for Every Floor in the House 
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GETTING THE MOST OUT OF THE OCTOBER 


CONVENTIONS 


Seven National Organizations* Present Unusual Opportunities 
for Informal Discussion of Current Hospital Problems 


doing things in a better way, for research, for 


several associations holding annual meet- progress. Many valuable ideas are born of sud- 


A REVIEW of the programs offered by the 


ings during October shows that a_ wide 
range of practical subjects will be discussed. 


Many of the papers to 
be read will present to 
the members of the as- 
sociations opinions and 
conclusions predicated 
upon personal expe- 
rience and thoughtful 
consideration. 

Most of the topics in- 
cluded in the programs 
are wisely chosen but 
we should not lose 
sight of the fact that 
the greater benefit of 





HE following are typical of a great 

many current hospital topics that 
should be subjects of informal discussion 
at the conventions this month: 


Would “branch” or “affiliated” hospitals, spon- 
sored by large centrally located institutions, fur- 
nish rural communities the hospital service they 
so urgently need? 

* o* * 


Is there a need for two distinct groups of nurses 
—one especially trained for executive work, and 
the other for bedside nursing? Despite the fact 
that this subject has been freely discussed 
through the years, a solution acceptable to all is 
yet to be presented. 


den inspiration due to the interaction of minds in 
harmony. Marked progress has come this way. 


Such informal discus- 
sion brings about a bet- 
ter understanding 
among hospital people, 
and a greater respect 
for each other’s views 
will result when opin- 
ions are freely ex- 
pressed and mutually 
considered. 

While subjects of in- 
terest to all are included 
in this year’s programs, 





° ° om 
these conventions will 


come not from_ the 
scheduled papers and 





Should municipal and county hospitals provide 
for pay and part-pay patients? 


there are many other 
questions of great im- 
portance that may well 
be topics for lobby con- 


x 








formal discussions of 
them, but rather from the informal exchange of 
ideas on the part of the members as a whole. In 
the hospital field the value of contact with others 
who may have solved the problems that are now 
confronting you, or who may have interesting and 
illuminating views on subjects that vitally affect 
your institution, is not to be underestimated. 
Under the stimulus of friendly meetings, im- 
pressions and passing thoughts are freely ex- 
pressed regarding all phases of hospital work. 
Also from these contacts comes an impetus for 





*These organizations are listed on page 312. 


versation and informal, 
group discussions, subjects upon which there are 
so many views that even carefully preparing pa- 
pers would not present all phases. In informal 
discussions, however, the running conversation 
permits of first impressions, immediate reactions 
and interesting. comparisons on all sides of the 
subject, thus exposing every facet of the stone. 

As a nucleus for these informal lobby discus- 
sions the following topics are suggested because 
they are of current interest and cover a wide 
range of related subjects: 





— 
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How small may a general hospital be and still give a 
complete hospital service and be operated on a sound, eco- 
nomic basis? What is the maximum bed capacity that 
can be efficiently administered without deterioration of 
service? 

cs * * 

Would “branch” or “affiliated” hospitals, sponsored by 
large centrally located institutions, furnish rural com- 
munities the hospital service they so urgently need? 

ue * HE 

Is there a need for two distinct groups of nurses—one 
especially trained for executive work and the other for 
bedside nursing? Despite the fact that this subject has 
been freely discussed through the years a solution ac- 
ceptable to all is yet to be presented. 

xe ok * 

How may hospital facilities best be employed in en- 
couraging pericdic health examinations? Are the hos- 
pitals doing their part in furthering this important work? 
Should such examinations be a part of the routine serv- 
ice of gereral hospitals? Could this work be done by the 
resident staff and become a substantial source of income 
to the institution? What is the attitude of private prac- 
titioners and the public toward these examinations? How 
are they related to industries desiring examination of 
employees? 

a ok * 

Are the benefits derived from the routine physical ex- 
amination of hospital employees sufficient to warrant 
them? If so, how often should they be made? 

* * * 

Every reputable practicing physician, if he is to pro- 
gress and render efficient service to the community, needs 
a hospital connection. How can this hospital affiliation 
best be provided? 

* as K 

The so-called “chronic diseases,” such as cardiac, neph- 
ritic, diabetic, are on the increase out of proportion to the 
factor of the lengthening period of life. What can hos- 
pitals do to stimulate the development of adequate pro- 
grams to combat the increasing incidence of these dis 
eases? 

ok ok * 

What type of patients should go to convalescent homes 
after treatment in an acute disease general hospital? At 
what stage of their progress should they be referred to 
the convalescent home? How may the obstacles encoun- 
tered in transferring the patient from the hospital to the 
convalescent home be overcome? 

* * ~ 

Should each student nurse be responsible for the en- 
tire nursing care of a smaller number of patients, or 
should she be assigned some particular phase of the nurs- 
ing care of a larger group of patients? 

* * ca 

How can hospital fire hazards be reduced with corre- 
sponding reduction in insurance rates? What are the 
benefits of having hospital buildings “serviced” by fire 
prevention enginvers? Where preventable fire hazards 
exist what is the moral responsibility involved and the 
liability of trustees? 


* * * 


Are the basic services of the hospital being slighted in 
the attempt to establish specialized services? What are 
the relative advantages of special hospitals and of highly 
specialized services in general institutions? 

* * at 

Should the smaller hospitals in communities readily 

accessible to metropolitan centers be developed primarily 
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to meet emergencies, or should they function as general 
hospitals? Can they be adequately financed to provide 
complete facilities, and can adequate medical service be 
assured? 

* *” * 

How far can general hospitals extend their community 
service by receiving communicable disease patients, such 
as acute tuberculosis patients? Where the community has 
no isolation hospital what communicable diseases can 
safely be handled in the isolation ward of a general hos- 
pital? 


To what extent may hospitals expect to participate 
in the community chest? What are the advantages of the 
community chest plan in educating the community and in 
establishing closer relationship between the grouped agen- 
cies and the hospital? 

ns 

On what basis should community chest funds be ap- 
portioned to local hospitals? What part of medical social 
service work can be handled by local social agencies? 
What should be the relation of local social agencies to 
the social service department of the hospital? 

Should municipal and county hospitals provide for pay 
and part-pay patients? 


What are the relative advantages and disadvantaves of 
continuous and rotating systems of medical service? 


Medical educators, interns and hospitals are equally in- 
terested in the relative merits of continuous and rotating 
intern service. What are the advantages of each system 
and which will yield the best results for all vitally con- 
cerned? How can the conditions of service be made more 
satisfactory to both the hospital and the intern? 


* 


How can hospitals increase the percentage of autopsies? 
x x Ba 
How can a better spirit of team work be developed 
among the hospitals of a community? How should they 
collectively and individually participate in the general 
health program? 
How can the turnover in hospital personnel be less- 
ened? 
How can the constantly increasing cost of hospital 
service be financed? 
* 1K * 
Is it not possible to evolve a method of financing hos- 
pitals which is based on sounder economic principles? 


Is it advisable to make extra charges for the operating 
room, anesthesia, drugs, dressings, and laboratory work? 
Can all the so-called “special charges” be absorbed ad- 
visedly into a flat rate per day for hospital service? 
What would be the benefits and disadvantages? 

What can the board of trustees and the hospital ad- 
ministrator do to reward investigative zeal on the part of 
its visiting staff? How can scientific contributions to 
medical literature by the hospital’s staff be encouraged? 

OK 1 x 

Can the hospital increase the efficiency of its orderly and 
attendant staff by giving them a definite course of train- 
ing? 

* bed x 


What can the hospital do to minimize the number of 
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complaints from patients relative to the quality of their 
food and the promptness and efficiency of the service? 
% % * 

Many hospitals report a lack of coordination and 
harmonious relationship between the medical staff of the 
hospital and the medical staff of the out-patient depart- 
ment. What can be done to promote a better mutual 
understanding that will result in better team work? 

* ca * 

Osteopaths and other cults are clamoring for admis- 
sion to hospitals. In some states, legislation already has 
placed these cult practitioners in the same category 
as physicians, and it has been held by at least one lower 
court that hospitals supported by taxation cannot exclude 
irregulars. How can this situation be met so as to protect 
the principles of hospital practice and safeguard com- 
munity health? Can a hospital function properly where 
the cults are admitted? 

ms : * 

Some institutions are considering the inauguration of 
pay clinics based on the experience of the Cornell Clinic, 
New York. How shall such a clinic be organized? What 
rates shall be charged? What patients, from an economic 
standpoint, are admissible, i.e., what amount of annual 
or monthly income shall be used to determine their eli- 
gibility? 

co aS * 

Confusion seems to exist as to the distinction between 
a closed hospital and open hospital. Need an organized 
staff necessarily be a closed staff or is it practical and 
desirable to extend to other reputable physicians in the 
community the privilege of utilizing the private rooms? 
Would it not be expedient to permit the reputable outside 
doctor, referring charity cases to the hospital, the priv- 
ilege and prestige of attending such cases in a consulting 
or similar capacity? In an open hospital, how shall the 
staff be organized in order to comply with the require- 
ments of modern hospital administration? 

* * * 

The methods of calculating the remuneration to path- 
ologists and roentgenologists has been the subject of much 
discussion in various parts of the country, disclosing a 
wide difference im practice. Should straight salaries or 
a percentage of the proceeds be paid these physicians? 
If a percentage of the proceeds, what basis is equitable? 
If a salary, what amount for full time, half time, mere 
supervision? 

Good team work in administration calls for an under- 
standing of the scheme of department interrelationships. 
Is it not reasonable to expect that such interrelationships 
may be more clearly understood through frequent meet- 
ings of department heads, when the problems of indi- 
vidual departments will be discussed? What time of the 
day and week is most appropriate for such meetings? 
How often should they be held? How can they be de 
veloped, maintained and interest in them sustained? 

* * oo 

Is the student nurse a financial liability or an asset? 
Of late, statements have been made that a hospital can 
be operated more economically with all graduate nurses 
than with a school of nursing. Such statements can be 
based only on the economic aspect; they fail to recognize 
that it is fundamental for the hospital to further medi- 
cal, nursing and public health education. The claim has 
been made that funds intended for the care of the sick are 
diverted to the development of schools of nursing. A ques- 
tion has arisen as to whether or not it is proper to divert 
such funds to educational purposes. Should schools of 
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nursing have separate budgets and be independently fin- 
anced, rather than be operated as a dependent part of a 
hospital? 

* * * 

Is a hospital justified in charging the cost of maintain- 
ing a school of nursing to the regular operating expense 
as reflected in the per bed cost of the institution under pri- 
vate control? Could hospital charges be reduced if there 
were a separate budget for the school of nursing? 

ok ae * 

How far can dispensary service be developed either as 
an immediate adjunct or as a branch activity of the hos- 
pital? To what extent does an increase of dispensary 
facilities relieve the pressure on hospital bed capacity? 

* * * 

This year the American Hospital Association and affili- 
ated organizations hold annual convention coincidentally 
with the meeting of the American Public Health Associa- 
tion in a distant city. How much have hospital and 
public health organizations in common? Would it be logi- 
cal to establish a closer relationship and encourage a 
community of interests? Do hospitals represent an ac- 
tivity apart, or aie they an important spoke in the wheel 
of a broad public health program? 

a a a 

Should the hospital develop and operate its own con- 
valescent home? 

% 

To what extent is it desirable to use the house staff 
in the work of the out-patient clinic? 

* * «* 

Who is to be responsible for the follow-up work of 
patients treated in the hospital? In the out-patient de- 
partment? 

* x * 

Shall it be merely a “follow-up” or a study of end 
results? 

* ak * 

There has been considerable agitation for private hos- 
pital facilities for people of moderate means. What 
kind of accommodations should hospitals provide for this 
yroup? What is the actual cost of such accommodations 
and service rendered? Would a study of costs and a de- 
termination of what this class can afford to pay estab- 
lish a basis that would permit hospitals to secure supple- 
mental donations to make up the deficit incurred where 
some of these patients may be unable to pay full rate? 
How could such supplemental funds be cbtained? 

*x ok * 

Has sufficient consideration been given to the determina- 
tion of the basic principles upon which hospital and n- 
lated services must be founded? Programs of hospital 
operation based on rules and regulations like recipes in 
a cook book have their proper place, but they are insuffi- 
cient without sound anchorage in a definition of the under- 
lying purposes. How can hospital associations assist 
in a study and determination of such principles and the 
interpretation of them to physicians and to the public? 

* 2 * 

With the patient consenting to an operation and the 
surgeon willing to operate, how can the open hospital 
further protect itself and what moral and legal responsi- 
bilities are involved? 

* * * 

In what manner can the hospital’s medical achieve- 
ments be most effectively presented to its supporters and 
to the public? 


* * * 


Can hospital support and interest be enhanced by the 
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designation of special lay committees to study and pro- 
mote the work of special departments or services? 
* ok * 
Should the fact that a hospital building is a fire trap 
be suppressed or should the community be compelled to 
face the truth? 


* * * 
What is the actual cost of training pupil nurses? 
* * * 

Just as every worthy hospital furthers the appreciation 
of hospital service with the public at large, so does every 
unworthy institution operating as a hospital become a 
common liability. How can real hospitals and the public 
be protected against the influence of the class of inferior 
institutions referred to above? Would an improved sys- 
tem of licensing and inspection, coordinating with health 
authorities, aid in bringing about the desired result? 

* * * 

What are the advantages and disadvantages of the hos- 
pital’s housing employees? Some hospitals prefer to have 
certain classes of employees, especially kitchen and laun- 
dry help, “live out.” What is the general experience? 

* oe oo 

Physiotherapy has proved its value as an adjunct 
io other therapeutic measures. In what types of hos- 
pitals is a physiotherapy department essential? Where 
should it be located so as to render maximum service? 
What should be its relationship to the out-patient depart- 
ment? Should it be operated independently of the x-ray 
department or as an adjunct? 

a ok * 

In competition with local hospitals, hotels in several 
large cities are planning to devote several floors to “hos- 
pital rooms.” Some of these will be operated as closed 
staff “hospitals” and others on the open staff basis. What 
are the possible benefits and disadvantages of this type 
of service? What effect will these facilities have on the 
local hospital organized on a non-profit basis? The 
subject becomes the more interesting since hotels in many 
cities are much interested in the experiment. 

* * OK 


A free discussion of subjects such as those 
presented above, in an environment where all hos- 
pital people meet on a common ground, represents 
the broader service of a hospital convention. It 
is here that the superintendent of the special hos- 
pital exchanges views with his confrere respon- 
sible for similar specialized activity in a large 
general hospital. It is here that the public health 
official and the hospital worker analyze their mu- 
tual problems. Especially is it in this environ- 
ment that the superintendent of the smaller hos- 
pital will voice more freely his observations and 
experiences, many of which will bring to the sur- 
face other demonstrated ways of doing things. 
Methods that have been successfully applied to 
one type of hospital may prove adaptable to an- 
other. 

Hospital people attending these conventions 
should take home with them a wealth of ideas. 
The formal papers and committee reports, with 
discussions, will furnish many of these. The round 
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table conferences will help solve many perplex- 
ing questions, and the informal discussions will 
contribute in no small measure to the interest and 
satisfaction as well as to the knowledge gained 
from these meetings. Thus can conventions of 
hospital people become a profitable investment 
rather than an expense. 

It is probable that all of the subjects presented 
in this article will be fully discussed in early is- 
sues of THE MODERN HOSPITAL. Comments from 
the field at large would assist in determining the 
extent to which each subject should be discussed 
and the order of publication. The editors will 
appreciate receiving your comments and sugges- 
tions. 





ROSS HOSPITAL TAKES STAND AGAINST 
FEE-SPLITTING 


A resolution against fee-splitting adopted by the Ross 
General Hospital, Ross, Calif., is of interest showing how 
individual hospitals can unite their efforts with the Ameri- 
can College of Surgeons in eradicating the evil of fee- 
splitting. 

The resolution explains the meaning of fee-splitting as 
promulgated by the American College of Surgeons and 
how the practice is carried on among practitioners of 
the community. The evils of the practice are set forth 
as incompetent surgery, unnecessary operations, and a 
lowering of the standards of the medical profession. 

One of the clauses of the resolution states that “the 
division of fees is inconsistent with the policy of the 
Ross General Hospital of Marin County, and that physi- 
cians and surgeons who divide fees are not permitted to 
practice in the hospital.” 

It is also stated “that the employing of solicitors, cap- 
pers, runners, drummers, or agents, or subsidizing of 
paying discounts, commissions, or rebates, in money or 
anything of value, with a view to procuring patients, to 
any person, firm or corporation, shall be prohibited.” 





Christian pilgrimages made from very early time to 
the sacred places of the Holy Land helped the spread of 
the hospital system. Constantine, when he removed the 
seat of the empire to Byzantium, built there a hospitiwm 
for strangers and pilgrims. In 550 A. D., the Emperor 
Justinian built at Jerusalem the Hospital of St. John that 
became the cradle of the warlike Knights of Rhodes and 
Malta, whose original function was to attend sick pil- 
grims and afterwards to nurse back to health the wounded 
crusaders. 

The Hospital of Saint John at Jerusalem might be 
looked upon as the earliest military hospital, even though 
we have evidence that long before the Cross became a 
sacred symbol such an institution was in existence. 





King John, while of inglorious memory, deserves a 
kindly thought in connection with St. Bartholomew’s 
Hospital for a charter confirming the annexation of the 
hospital to the priory, and threatening with confiscation 
of goods anyone who should interfere with its vested in- 
terests. This union persisted for several centuries, and 
finally separated by Henry the VIII, who probably had 
no fear of King John’s threat. 
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Cleanliness and orderly arrangement of equipment are of first importance in the institutional kitchen. 


THE KITCHEN STAFF—ITS ORGANIZATION AND 
MANAGEMENT 


By C. W. Munger, M.D., Director, and André Padaque, Chef, 
Grasslands Hospital, Valhalla, N. Y. 


of the medical efficiency of the hospital. By 

similar analogy the hospital kitchen is an 
extremely vital organ in both the medical and 
household economy. With the exception of the 
nursing department there is no division of the 
hospital that, 


Te laboratory has been said to be the heart 


tion caring mainly for the indigent. One of us 
has seen service in a state hospital of 5,500 beds. 
In none of these instances have we found a kitchen 
that functioned one hundred or even ninety per 
cent perfect. We readily acknowledge the diffi- 
culty of approaching the idea in this branch of ac- 

tivity. We feel, 





if functioning 
inefficiently, 
can sooner DIETITIAN 
bring chaos to 
the organiza- 








tion. 

We have 
been interested 
in attempts to 
solve the kitch- 
en preblems of 
institutions 
ranging from 
the private 
hospital, cater- 
ing to well-to- 
do people pay- 








however, that 
there are cer- 
tain items of 
every-day ex- 
perience that 
may be set 
down to the 
advantage of 
the hospital 
field in gen- 
eral. 

In managing 
and operating 
a hospital 
kitchen the 
best results 
are obtained 
through a well- 








ing high rates, 
to the large 
public institu- 


A type of organization which has worked well in 
a 500-bed hospital with thirty-three employees. 


organized and 
smoothly run- 
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ning kitchen staff. Like any other work kitchen 
work can be done best where there is definite ap- 
portionment of duties, so that constant attention 
may be given to small details. The mere pur- 
chasing of the best quality of food is only a slight 
contribution toward a good end result. The detail 
work, which means the human element, is all 
important. 

The scheme of organization of the hospital 
kitchen will vary according to the needs of the 
individual] institution and the views of those op- 





Uniforms aid in maintaining esprit de corps of kitchen employees. 


erating it. The fundamental principles of opera- 
tion are the same in practically all hospitals. Two 
possible plans are herewith reproduced. It is nec- 
essary that the plan definitely establish the status 
of each employee from dietitian to dishwasher. 
There should never be doubt in the mind of an em- 
ployee about the person to whom he is directly 
responsible. The operation of a kitchen, as any 
other division of the hospital, is more efficient if 
actual control of the help is left with the heads 
of various divisions, with orders proceeding from 
the person in charge through these division 
heads. Direct orders from the chief officer which 
sidetrack the division head always have a disturb- 
ing effect. 

In most institutions at certain seasons of the 
year there is likely to be difficulty in maintaining 
the full number of the staff. Good employees are 
sometimes obtained through carefully worded 
newspaper advertisements; some of our best and 
some of our worst have been obtained through em- 
ployment agencies. There is, perhaps, no employ- 
ment agency that will not occasionally fall down 
in this regard, sending a person entirely unsuit- 
able for the work required of him. In general, it 
may be said, however, that certain agencies can 
be depended upon while others do not merit any 
consideration from the hospital. The latter are 
usually strictly commercial, often ruthless and 
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thoughtless, organizations that are merely inter- 
ested in placing applicants and are not concerned 
as to how long they may stay or how successful 
they may be. We have known agencies deliber- 
ately to falsify the ability of applicants when rec- 
ommending them to the hospital. On the othér 
hand the better type of agency is striving to build 
a permanent business institution and often shows 
more discrimination and common sense in placing 
applicants than would many hospitals themselves. 
Good employees are often obtained through other 
means, such as introduction by 
another employee, introduction 
by other institutions, or by 
transfer from another depart- 
ment. 

Except in the direct circum- 
stances of help-shortage no em- 
ployee should be accepted with- 
out a personal interview. The 
personal appearance of the ap- 
plicant is an important means 
of judging. Neatness of per- 
son almost always indicates a 
careful worker. Age is an im- 
portant factor. We have found, 
on an average, that elderly peo- 
ple are less desirable for kitchen 
work; that they have less endurance, less interest, 
and that they are inclined to be untidy workers. 
Experience in similar work usually means a better 
employee. It is, of course, absolutely necessary 
in cooks, bakers, and others doing specialized 
work. Occasionally previous experience in a 
lesser employee is not to be desired. A dishwasher 
or cleaner, for example, may have had years of 
experience in doing his job improperly; he will 
find it very difficult to adapt himself to an insti- 
tution that has its cleaning routine fairly well 
worked out and based upon scientific principles. 
If not closely watched he may be found to have 
reverted to his preconceived ideas and to have 
disrupted the hospital’s well-laid plans. 

No employee should be accepted permanently 
without references from previous employers or 
acquaintances. These references, if conscien- 
tiously made, usually point out an employee’s 
weaknesses which, if known, may be corrected. 
In many states, a physical examination is required 
by law for all food handlers. Whether required 
or not it should invariably be made. Those mak- 
ing physical examinations will be surprised at the 
incidence of active venereal disease, open tuber- 
culosis, and other communicable conditions among 
applicants. Correction of slight physical defects 
that the doctor often discovers makes a better 
and happier worker. 
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The employment of physically handicapped per- 
sons in any part of a hospital seems unwise. To 
be sure a hospital exists for the care of the phys- 
ically handicapped, but it can give proper care to 
a patient on a ward only with a strong and healthy 
working force. Cripples, for example, on a kitchen 
staff may be able to do the work for which they 
were originally hired, but their presence is a han- 
dicap in times of stress, because they are seldom 
able to assist when in an emergency their serv- 
ices are required for other tasks. 

Some hospital kitchens are staffed entirely by 
men and a few entirely by women. We do not 
feel that either arrangement is ideal. Even in the 
smaller hospitals there is much work that is be- 
yond the physical capabilities of women. A 
kitchen force entirely of men has not, in our ex- 
perience, proved successful. Cleanliness and neat- 
ness are more difficult to obtain with male work- 
ers; also they take less interest in the small de- 
tails of palatability and appearance of food. We 
feel, therefore, that the best staff for the general 
kitchen should include both sexes. The abhor- 
rence of dirt, the love.of order, and the loyal 
spirit exhibited by the right type of female work- 
er will definitely improve kitchen results. 


Results of Temporary Workers 


Hospitals, particularly those in or adjacent to 
large cities, are frequently the victims of itiner- 
ant hospital workers. Such persons travel from 
one institution to another. They usually remain 
but a few weeks or months at any one place. They 
are likely to seek work in the south in the win- 
ter and in the north in the summer. Many come 
to the institution without the slightest inten- 
tion of remaining permanently. They make no 
attempt to develop any interest in the hospital and 
seldom are they loyal to it. They are a very dis- 
turbing element in a kitchen or in any other de- 
partment. They are often insubordinate; they 
may cause dissatisfaction among more worthy em- 
ployees; some of them steal; and they are al- 
together a most undesirable group. Every effort 
should be made to avoid employment of such per- 
sons. Only rarely is one of this class encountered 
who will fit into the organization and who is 
worth the training and forbearance. 

The scale of wages in hospital kitchens is prob- 
ably too low, generally speaking. Working and 
living conditions help to determine the amount an 
institution should pay. No figures can be given 
that would apply throughout the country. The 
rates paid by hotels and other hospitals of the 
locality will be a determinant. The institution 
should pay as much as it can possibly afford. 
It cannot pay too much, within reasonable limits, 
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for the better the pay the better the employee and 
the longer he will stay on the job. Where wages 
are unavoidably low the head of the kitchen must 
work all the harder to make other conditions ex- 
ceptionally attractive. 

It is essential to good results to instruct em- 
ployees in the hospital’s preferred method of do- 
ing its daily work. No job is more uninteresting 
than the one that teaches the employee nothing. 
Lectures given at intervals by the dietitian or the 
chef are appreciated by the employee and help him 
materially to do better work for the hospital. 
Close, personal attention should be given to all 
new people. Proper guidance during the first few 
days starts the employee right and guarantees 
that proper methods are pursued. 

The kitchen should have definite rules in con- 
nection with its work. These rules should not 
be more detailed than is necessary; they should 
be to the point and should be enforced. Periodical 
inspection of results of work should be made by 
the dietitian and the chef or by the head of the 
hospital. Criticisms during inspection are some- 
times beneficial, although merited praise usually 
nets generous returns. 

The type of living quarters provided has a 
direct bearing upon the retention of high grade 
help. Self-respecting people require living quar- 
ters that are clean and comfortable and that offer 
a cheerful place in which to spend the hours of 
relaxation. This is particularly true of kitchen 
employees who work long hours and who espe- 
cially need a haven of refuge from the heat, the 
smell of cooking, the noise, and the hard work 
of the hospital kitchen. The provision in the hos- 
pital plan of facilities for boarding married cou- 
ples is often worth while. Good food and proper 
dining facilities are appreciated. 


Ways to Encourage Employees 


An important factor in keeping an employee 
content is to show him that the hospital appre- 
ciates continued faithful service. This may be 
done by means of a graduated salary scale allow- 
ing periodical increases over a period of years, 
according to length of service. We have found 
it helpful to pursue a similar plan in connection 
with vacations, a longer vacation period being 
granted to long-term employees. 

The Grasslands Hospital has recently developed 
a department of employees’ recreation and per- 
sonnel with a full-time officer in charge. This 
service is proving helpful to the kitchen depart- 
ment. It has been possible through a little effort 
to provide movies, athletic contests, card parties, 
dramatic entertainments and dances. At small 
expense an employees’ library and reading room 
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has been equipped and a hospital store enables 
employees to purchase refreshments, smokes, 
toilet articles, sewing supplies and dozens of other 
items. The personnel officer sees each new em- 
ployee, tries to find the type of recreation in 
which he is most interested, and gets him lined 
up with some of the employees’ activities. She is 
also available for consultation concerning personal 
problems of employees. Classes are planned for 
teaching English to foreigners. The scheme has 
worked admirably during the first five months 
and is beginning to show results in lessened labor 
turnover and improved attitude upon the part of 
the employees. It is hoped that eventually the 
recreation department will be entirely controlled 
and financed by a cooperative club, with every em- 
ployee a member. 


Work Properly Apportioned 


As was mentioned above, it is of paramount 
importance that the work be definitely and prop- 
erly apportioned. Lines of demarcation of re- 
sponsibility should be as clearly drawn as pos- 
sible. The entire force to a large extent should 
be taken into confidence in connection with statis- 
tics concerning food service. If the subordinate 
employee becomes interested in the maintenance 
of a low per capita by his department, that per 
capita will remain low. Without the cooperation 
of these subordinates little can be accomplished. 

As many other simple statistics as possible 
should be kept, indicating efficiency or lack of it 
among the staff. For example, the employee who 
handles the milk from the dairy can readily be 
interested in the bacteria counts upon that prod- 
uct. Statistics on foods returned uneaten from 
the dining room will be of interest to the cooks. 

Only persons of low grade mentality can, for 
long, keep interested in a job which is pure drudg- 
ery. The kitchen should be provided with thor- 
oughly modern equipment and labor-saving ma- 
chinery so as to eliminate many of the more dis- 
tasteful tasks. This will prove economical and 
will reduce the labor turnover which is usually 
large when the work is uninteresting. 

Waste is a sin. Wilful waste is a crime. Ameri- 
cans probably rightfully deserve to be called “‘the 
nation of wasters.” Waste elimination is one of 
the foremost duties of the person in charge of the 
kitchen. To accomplish this the head should have 
the confidence and cooperation of his force. Here, 
again, statistical studies are valuable and will 
point out the careful, as well as the careless, em- 
ployee. The utilization of left-overs is an ex- 
tremely important factor. Means for economizing 
must be devised by the person in charge, but 
cannot be carried out without faithful assistance 
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from the individual employee at all times. 

A recent writer has said “the best industrial 
sanitary device is a man with a sanitary con- 
science.” Such a conscience can be developed, and 
a spotless kitchen is a fine influence in the proper 
direction. Nothing will add more to the general 
appearance of a kitchen or to the esprit de corps 
of its workers than the institution of a system 
of well-designed and sightly uniforms. Cleanli- 
ness of person increases self-respect and encour- 
ages clean-cut work. Frequent scrubbing of the 
kitchen, with machines if necessary, frequent 
cleaning of equipment, washing of tiled walls and 
washing and painting of painted walls, will not 
only improve appearances but will have direct ef- 
fect upon the quality of the work. In summer the 
elimination of flies must be vigorously attempted, 
and the preservation of a generally orderly con- 
dition in the kitchen maintained. 

The kitchen more than any other department 
is in the limelight of public opinion among pa- 
tients and employees. Its failure or its success 
is readily noted. It may be the beloved or the 
reviled department, depending a little upon archi- 
tecture and quality of raw food, but immensely 
more upon the successful management of its staff. 





THE STAFF CONFERENCE— 
A POSTGRADUATE SCHOOL 


The staff conference is productive of good in many 
ways. It puts each member on his mettle, stimulates 
study and interest in professional work, and results in 
higher standards; the staff conference usually is, and 
always should be, a true postgraduate school of instruc- 
tion. The man who does poor work is on the defensive 
and has at least to assume the onus of an explanation 
for his poor results, failures, and fatalities. Surgical 
judgment as well as technic is developed. If the con- 
ference should degenerate into a mutual admiration 
society, it will have significantly failed in its purpose. 
It should be a place for frank, free, fearless and whole- 
some discussion. If the patient has failed to make im- 
provement, or if a poor result has been obtained, or if 
the patient has died, naturally the physician in charge 
should explain why and some one may do him the favor 
of pointing out just how the said failure or fatality could 
or might have been prevented. 

While we believe that the particular work of the hos- 
pital should always have first consideration, the staff 
members should watch for new developments along the 
line of their particular specialties and should bring new 
and interesting cases to the conference for discussion. 
In regard to the obscure or disputed diagnosis, the con- 
ference is of very great value. The evidence in the case 
is presented, the arguments pro and con are made, the 
case is tried as a controversy in court; the judicial side 
of the physician is developed and likewise what is one 
of the greatest assets of the medical profession—the abil- 
ity to evaluate symptoms properly. The conference em- 
phasizes the teaching side of the hospital and this phase 
is of vast importance.—John E. Cannady, M.D., The Es- 
sentials of Hospital Staff Organization. 























October, 1925 





Raat RR eR TT sm Sm 


€ aa x=Ss 
= REELED in wore he a eee e enwtee+wmerene 
SARC MCPS Pee OK eH e RY eSSEES —— ' sere +8+5SS 
= o4n ai ; A a HF | NES SAY rer te Nieto | SaaS +! Io 
= Re URRKS CS MHA See KR DSN ar tet — Beate 
D3 KOR SRE OSs ay om <n SS Irs SRS THY LS) rBKiPRHENESOH+ KEL Sr ) 
< CERAE SE RABE MOMS SRE Re <M = Raters Ms 
og " a - — IN+E CER RSLSRNCASNSASCENBERERRE Dee ky 
€ SALA seeRes REECE PAS ORE ee coon © BE zs Fig 
= BSS Use Ese Ss Sgt ace FHSS mK SH BREMESLOK TSS’ HS seintiiibebstbbmheied 
= ee SORIA SSeSSHHeSm x! encomere aNeae Ee 
ak * oR | at ea #2 SEEKS SHEE eS Cee Brat <EavEe Fe 
SC) HSER ERAS SMR ELE HK Chinese Hosputal SEMVFM ETT HK Tung Wah Drspensary Z ie SEL ae Hees <ee Sas o<24¢+ S49<ceve & 
= Se ae SRE POS SS ARTS NO 4 SS ae SO se Sed | = Jrgt? eo MSH ted eat mig Stroy “KE J 


THE MODERN HOSPITAL 283 





HENEVSHL MS eA Sees = 





SAN FRANCISCO'S FIRST CHINESE HOSPITAL 


By T. J. Gintjee and Howard H. Johnson, M.D. 


San Francisco 


San Francisco is an event in the history of 
the Chinese race in America. 

In the year 1900 the organization familiarly 
known as the Chinese Six Companies opened a 
dispensary for the care and treatment of the 
poor. 

The Chinese Six Companies is an organization 
of great power and influence. In conjunction with 
the consul, it represents the Chinese people in 
America; is the guardian of their welfare and the 
protector of their interests. It is, to a certain 
extent, a governmental agency and as such ex- 
ercises a large influence for good in the com- 
munity. As a part of its governmental pow- 
ers it has always maintained a form of police 
protection and has directed its energies toward 
the care and treatment ! 


T's opening of the new Chinese Hospital in 


of the poor. 

This dispensary first 
came into existence 
about the time of the 
bubonic plague in San 
Francisco. During this 
critical period free 
service was given to 


the poor. The expe- 
rience thus gained con- 


vinced the Chinese Six 
Companies of the ne- 
cessity for maintaining 
a dispensary as a per- 
manent institution. The 
dispensary employed 
both American and Chi- 
nese physicians and 
the expenses were all 
met by the Chinese 
Six Companies. 

It was found that the 
services thus provided 
were not wholly ade- 
quate and a movement 
was started in 1918 for 








The new Chinese Hospital embodies the characteristic native archi- 
tecture with modern American touches. 


the establishment of a Chinese hospital. Mr. Tan, 
then Chinese consul at San Francisco, first pub- 
licly urged the matter upon the Chinese people 
at a banquet given in San Francisco by the Chin- 
ese Six Companies. 

T. J. Gintjee, M. S. Jung, secretary of the Chi- 
nese Six Companies, Rev. Lok S. Chan, Seid Pak 
Sing, Lee Sing Hing, Ng Yee Yin, and others 
formed themselves into a committee to organize 
and stimulate public opinion in support of the 
project. One of the writers of this article had ob- 
served the great need among his people for mod- 
ern surgical services. He had seen maimed and 
crippled Chinese who, for want of surgical care, 
were compelled to go through life as sufferers 
when even moderate skill could have made them 
strong and useful men and women. Therefore 

he, in connection with 

| the committee whose 

names have been given, 

began to organize a 

movement for the rais- 
ing of funds. 

Fifteen different or- 
ganizations were even- 
tually developed by this 
committee. Chinese all 
over the Pacific Coast 
were called on, through 
the Chinese press, to 
subscribe for the bene- 
fit of this great institu- 
tion The movement 
began to gain strength 
and force. Finally, un- 
der the leadership and 
direction of the attor- 
ney for the Chinese Six 
Companies, John L. Mc- 
Nab, there was organ- 
ized a corporation com- 
posed of American cit- 
izens of Chinese ances- 
try for the purpose of 
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legally equipping this movement for its great 
work. The funds began to pour in by popular sub- 
scription from every part of the country. Dona- 
tions in large amounts were made by firms too 
numerous to mention. 

The land on which the hospital now stands was 
acquired. Architects were called upon to submit 





The wards are ot the cubicle type separated by glass partitions. 


u.:aWings and eventually the plan upon which the 
present hospital is built was adopted. Thanks for 
valuable assistance during the period of planning 
and building are due the hospital betterment serv- 
ice committee of the League for the Conservation 
of Public Health headed by W. E. Musgrave, 
M.D., San Francisco. 

It was insisted from the beginning that the 
hospital should equal the standard of the finest 
hospitals in the West. It represents a total ac- 
tual investment of about a quarter of a million 
dollars. To this amount has been added a large 
sum by way of donations of the physical equip- 
ment of the building, such as surgical instru- 
ments and sterilizing equipment. 

The building itself is of concrete, having five 
floors and a basement for service and general sup- 
plies. Automatic elevators for passengers and 
freight are located in the front and rear of the 
building. An electric dumb-waiter carries patients’ 
trays, set up in the kitchen, to each floor. A cen- 
tral light well 50 feet square runs from roof to 
basement through the center of the building. 
About the light well are grouped utility rooms, 
bathrooms, porter’s closets and elevators. Across 
a hallway, which passes completely around the 
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building are fourteen patients’ rooms and forty 
cubicles, which open on three faces of the build- 
ing, the fourth or rear face being devoted to serv- 
ice and preparation rooms for the floors. Tile 
flooring is used in toilets, lavatories and surgery. 
Hallways and all private rooms in the building 
are covered with dark green linoleum. 

The first floor is de- 
voted to administration 
offices and the out-pa- 
tient department. Most 
of the furniture and 
equipment on this floor 
was donated, and might 
be termed elaborate, es- 
pecially that for the di- 
rectors’ and waiting 
rooms. 

The out-patient de- 
partment is particularly 
well equipped for medi- 


cine, surgery and the 
specialties. The drug 
room and _§ laboratory 


open into the out-patient 
department, an arrange- 
ment that has many ad- 
vantages. The resident 
physician’s quarters, 
business office, superin- 
tendent of nurses and 
special nurses’ locker rooms and superintendent’s 
office are all on this floor. 

The second and third floors are arranged after 
the same plan and are devoted to rooms and cu- 
bicles for medicine and surgery, there being no 
open wards here or elsewhere in the hospital. 

The fourth floor contains groups of two and 
three cubicles devoted to maternity work, gyne- 
cology, x-ray department and a surgery, which 
is made up of two operating rooms, anesthetic 
room, delivery room, doctors’ dressing room and 
shower, work, linen and dressings and storage 
rooms. ; 

The fifth floor contains lounging rooms for men 
and women and opening out of each is a solarium. 
Nurses’ quarters will probably be arranged on 
this floor later. 

The basement contains a boiler room for the 
supply of steam used for radiators, laundry and 
hot water. Along the front of the building are 
situated quarters for the help, store and issue 
rooms. Along either side of the light well are 
placed a modern laundry and a kitchen, where 
both Chinese and American foods are prepared. 

Hospital equipment of the best design was gen- 
erously supplied, all furniture except convalescent 
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chairs being of metal. A tribute to the complete- 
ness of the equipment is the fact that nurses are 
delighted at receiving calls for special duty. 

The medical profession of San Francisco has 
cooperated generously in forming a complete and 
well-balanced staff, each division of which is pre- 
sided over by one of the four American educated 
Chinese physicians, who comprise the staff exec- 
utive committee, and represent the board of di- 
rectors in all staff mat- 
ters. The staff executive 
committee and the execu- 
tive committee of the 
board of directors meet 
with the medical direc- 
tor and _ superintendent 
on Thursday evening of 
each week for discussion 
of medical and adminis- 
trative matters and 
policy. Discussions are 
held in Chinese, and 
translations for the bene- 
fit of the medical director 
are made freely and 
fully. ; 

Regulations covering 
the organization and du- 
ties of the board of di- 
rectors and staff are pat- 
terned after those for 
St. Luke’s Hospital, San A ween 
Francisco, which were re-written along lines ap- 
proved by the American Medical Association and 
American Hospital Association less than a year 
ago. 

Whole-hearted acceptance of modern rules, reg- 
ulations and methods by the American-Chinese 
gives evidence of their thoroughgoing thought 
and investigation of things old and new. For sev- 
eral thousand years they have had a materia 
medica and a system of anatomy and surgery. 
which, strange to say, included many of our own 
drug principles, and the theory that air circulates 
in the arteries. The so-called herb doctors still 
have considerable influence and a place in the 
minds of many Chinese, perhaps with as much 
warrant as our cultists whe hold forth in our own 
most modern civilization. With recognition and 
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acceptance of modern medical and hospital prac- 
tice by the leaders of Chinese thought in this 
country, it is hoped that the defects and short- 
comings of herb medicine may be overcome by 
patience, experience and kindly sympathy, before 
the herbalist branches out into the specialties. 
None but recognized doctors of medicine of good 
standing in the county and state are perimtted to 
practice in the Chinese Hospital in San Francisco. 


= 


private room quite American in its appointments, 


The hospital, now completed, stands as a mon- 
ument to modern architectural and building skill. 
It is equipped with every modern device for the 
care and treatment of the sick and the maimed; 
its maternity ward is second to none in any hos- 
pital west of Chicago. 

Not only will the hospital maintain its wards 
for pay patients, but it will especially administer 
to the poor and unfortunate. It maintains a free 
clinic in which mothers are taught the proper 
rules of sanitation, the care of infants and the 
benefits to be obtained by the proper use of dis- 
infectants and antiseptics. 

The result of this development upon the com- 
munity cannot be measured. Modern sanitary reg- 
ulations will rapidly gain headway, to the benefit 
of the general health of the Chinese community. 
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Living 
Rooms 
in 
Nurses’ 
Homes 





Above — Nurses’ 
home of the La 
Crosse Lutheran 
Hospital, La 
Crosse, Wis. Soft 
carpets, easy 
chairs and sun- 
parlor furniture 
make these rooms 
comfortable. 





Above—At the 
Hurley Hospital, 
Flint, Mich., the 
artistic arrange- 
ment of the up- 
holstered chairs, 
the fine quality 
draperies and the 
general atmos- 
phere is “home- 
like.” 

Left — Sensible 
furniture and 
good planning 
have made the 
living room of the 
nurses’ home of 
the Muhlenberg 
Hospital, Plain- 
field, N. J., a de- 
cidedly popular 
one. 
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HOW TO CREATE A HOMELIKE ATMOSPHERE 
IN THE HOSPITAL 


By M. Adele Oliver, of the Firm of Richard Resler, Architect, 
New York 


word hospital as found in the dictionary, 

“building for the reception and treatment 
of the sick and wounded” may be considered as 
rather indicative of the atmosphere often found 
therein. To define more correctly the institution 
as striven for today it would be necessary to in- 
corporate the definition 


| x cold, uncompromising definition of the 


sure, size and purpose. These factors are not 
here studied in detail, the aim being rather to 
present a picture of the composite whole obtain- 
able by these means. Neither is definite advice 
given as to the kind of floor or floor covering, 
and the style or type of lighting fixtures, as these 
are problems that vary with the conditions of 

the individual hospital. 





of the word hospital- 
ity which means the 
friendly welcome and 


First Impressions Count 


There are many factors 
that must receive con- 
sideration when con- 
templating this work. 


entertainment of guests. 
Although the word 
hospital now inspires 
less fear and dread 
than in the past and 
increasingly conveys its 
true meaning as a 
derivative of hospes, 
guest, many  adjust- 
ments are still neces- 
sary before the word 
will invariably suggest 
the idea of an institu- 
tion sympathetically 
caring for its guests or 
patients. 

The psychological re- 
action of patients and 
visitors to a building of 


HE advantages of scientific care of the 

sick have been often and convincingly 
presented. Most people unhesitatingly 
concede the superiority of hospital care 
over home care from a hygienic and sci- 
entific standpoint. There are many, how- 
ever, who contend that the general atmos- 
phere of the hospital is so depressing and 
to some people even terrifying that the 
benefits of scientific care are to some ex- 
tent counteracted by bad psychological 
effects. The subject of developing a home- 
like atmosphere in a hospital is one which 
has not yet had due recognition and in 
this article the author, who has given deep 
study to the problem, points out that an 
institution planned for scientific efficiency 
need not eschew all that suggests restful 
and homelike cheerfulness. 


One determining factor 
is the amount of funds 
available for furnish- 
ings and for what are 
sometimes called “unes- 
sentials.” The method 
of procedure, whether 
the institution be large 
or small is, however, 
much the same though 
in the case of the larger 
institution the problem 
is more difficult, as it 
is also where funds are 
limited. In this article 
we are confining our- 
selves in the main to a 
hospital which must be 





cold, white, rather for- 
bidding appearance 





conservative in expendi- 
ture, but whose aim is 








(such as was formerly 
deemed necessary for sanitary and scientific rea- 
sons), and to one in which color is used, the 
institutional appearance minimized and a home- 
like atmosphere accentuated will be readily un- 
derstood. Those who believe in the use of color 
and are making a study of its effects, mental and 
physical, advocate its use throughout the entire 
building, even to the x-ray and operating suites. 
They claim that it is not only directly helpful to 
the patient but indirectly so, through its effect 
on nurses, physicians, and surgeons. In this in- 
stance, as in all other phases of hospital planning, 
the ultimate effect upon the patient is of para- 
mount importance. 

In order that color may be of real benefit there 
are many factors of a scientific and mathematical 
nature to be considered, such as location, expo- 


to achieve an institution 
in which rooms planned for scientific efficiency 
are also rooms of restful and homelike cheeriness. 


Give Problem Early Attention 


A hospital can often be greatly improved, 
modernized, and made more cheerful without ex- 
tensive architectural changes. Nevertheless, 
when the erection of a new building is contem- 
plated it is advisable to keep the idea of “home- 
like atmosphere” well in the foreground from the 
beginning for much is dependent upon the gen- 
eral appearance of the building both exterior and 
interior, particularly the latter. For though 
careful attention may be given to each minute 
detail—pleasing architecture, the harmonization 
of walls, lighting fixtures, rugs, furniture, and 
hangings—with a most effective result, the favor- 




















288 THE MODERN HOSPITAL Vol. XXV, No. 4 


able impression received upon entering the build- 
ing will be entirely nullified if proper planning 
of the service divisions is not observed. The 
building should be so arranged that nurses on 
the way to service rooms, patients from the op- 
erating division and bodies for the morgue need 
not be casually encountered. The segregation of 
services, and a vestibule for the elevator to pre- 
vent the dissemination of noise throughout the 
building, should also receive careful consideration. 


_ In this connection the cooperation of the architect 


can prove invaluable. 

With a carefully selected site, pleasing facade 
and well-planned grounds the building and ap- 
proach will present a hospitable appearance. 
Urban hospitals unfortunately seldom have 
grounds and must depend solely upon the build- 
ing to express the desired welcome. When prop- 
erty is available it is highly desirable to have 
ample grounds around the hospital for these bene- 
fit the patients and all connected with the hospital, 
affording delightful views and giving all possible 
chance for air and sunshine. 


Consult Landscape Architect 


The administrators of European institutions 
seem to realize fully the great value of attention 
to surroundings and practically all of the larger 
institutions have beautifully developed grounds, 
in some instances consisting of many acres. 
Where grounds and funds are available the re- 
sults will be found.to repay amply the institution 
for the effort and expense of developing them to 
the fullest extent. In this connection it is essen- 
tial to consult one versed in the innumerable de- 
tails to be considered, such as accessibility, ap- 
proach, vistas, protection of walks and lawns 
from wind and from the view of passers-by, 
blotting out of unpleasant views, arbors, and, 
possibly, a fountain or pool. In one instance the 
architect and the landscape architect conferred 
before the plans were begun in order that the 
property might be used to the best advantage. 

Attractive grounds need not, however, involve 
elaborate or expensive lanscape gardening, often 
a few bushes or stunted trees clustered on either 
side of the entrance are helpful and must suffice, 
particularly when space is limited. For example, 
stunted pines flanking the steps of a red brick 
building in old colonial style, a porch with white 
columns and other white trimmings and dormer 
windows above, aid in suggesting an atmosphere 
of cordiality. If this impression is followed by 
entry into a charming entrance hall and a courte- 
ous, friendly reception by those at the desk many 
of the nervous fears of the patient can be dis- 
pelled. 








































If a hospital were of the colonial period, the en- 
trance hall (and in fact the entire building) might 
be finished and furnished in a manner in keeping 
therewith, complete unity of design and style 
and harmonization of color being maintained. An t 
entrance hall or receptiom room with a floor hav- 
ing a polished surface, a rug or two, white or 
mahogany trim, and if possible a fireplace and 
mantel with clock and candle sticks would be de- 
lightful. A pair of andirons and a screen for the 
fireplace, and a brass knocker for the main en- 
trance door are typical examples of accessories 
that are desirable but not wholly necessary in 
the accomplishment of our aim. Flowering plants 
or ferns against colorful hangings make a room 
seem more livable, as does the distribution of a 
few books or magazines. (One hospital has 
found that by having a few of the yearly reports 
on the table financial assistance has later been 
rendered.) Care should be exercised in the selec- 
tion of pictures. Group photographs of past 
graduating classes, and: those of similar nature 
are of little or no interest to visitors, and while 
not actually depressing greatly detract from the 
coziness of the room. Some well-chosen subject 
whether it be landscape or sketches of still life, 
whether or not in color, can prove a decided addi- 
tion. 

Upon leaving the entrance hall it is helpful to 
pass through corridors where all the sunlight 
possible is admitted and where light colors pre- 
dominate. Any tendency toward cheerlessness is 
again eliminated and the journey from the pleas- 
ant lobby to an equally pleasant ward or private 
room is quickly accomplished. Here, as every- 
where in the hospital, effort must be made to 
avoid formal architecture for though impressive 
it does not convey the idea of a home. The at- 
tractiveness of the corridors is of more impor- 
tance than may at first appear for many patients 
use them as a promenade to relieve the tedium 
of convalescence or to obtain necessary exercise, 
and those less active are wheeled to the day room. 


White Doors Not Practical 


In visiting a number of hospitals it was found 
that though other colors were used, various shades 
of cream or gray seemed to predominate in the 
private rooms and were most pleasing. Some 
contend that gray is cold, sad and lacking in 
warmth for a north exposure. I have not found 
this so; to me its effect was restful if enlivened 
by the hangings and furnishings. 

One room presented a most charming appear- 
ance to me. The walls were a delicate gray with 
a band of a darker shade suggesting a molding 
about twelve inches from the ceiling. The ceil- 
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ing, finished in white, was not a glaring white 
but had the faintest suggestion of gray extending 
down to the band. The imitation base, window, 
door trim and door were of mahogany color. A 
dark stain was here advisedly used as white is 
more glaring and very difficult to keep clean. An 
accumulation of finger prints and dust soon mars 
the white paint, necessitating frequent washing 
and repainting that involve much time, labor 
and expense. When funds are available flush 
wood doors, finished in inlay panels, are preferable 
to the usual hospital door. 

The polished floor was covered by a large gray 
rug with a band of dark blue about six inches 
from the edge. In place of one large rug two 
small ones, on either side of the bed, are often 
used. In carrying out the colonial idea the at- 
tractive and easily laundered rag rugs would be 
appropriate. The room was completely furnished 
with bed, bureau, bedside table, rockers, straight 
chair, writing desk and chair, and lounge, all of 
mahogany finish. One could easily dispense with 
the last three pieces and still have an adequately 
furnished room. The steel furniture now on the 
market is more expensive than wood at the time 
of installation but as it is far less expensive in 
upkeep it is really the more economical purchase. 
As it can be obtained in various colors and in 
stains representing wood it is not only more dura- 
ble but as attractive in appearance as the wood 
furniture. 


Bureaus Have Glass Tops 


As the room received plenty of air and sunlight 
there were white curtains at each window, with 
overdrapes of cretonne of attractive design in 
which various shades of blue predominated with 
touches of other colors, principally rose. If the 
interior of a room cannot be seen from a neigh- 
boring building the white curtains are not really 
necessary. To dispense with them greatly reduces 
the laundry bill and a very pretty effect can be 
obtained by the use of the cretonne drapes alone. 

Covers of the same cretonne were placed under 
the glass tops on the writing desk, bureau and bed- 
side table. While the installation of these tops may 
seem an extravagance at the time of purchase, 
they so greatly protect the furniture that they 
are later found to be an economy. The tint of 
rose in the curtains was repeated in the little 
bedside table light which was of mahogany color 
wicker with a rose silk lining for the shade. It 
was explained that besides carrying out the color 
repetition the soft glow provided by the rose 
shade was favorable to the pale patient. 

The room was further beautified by flowers 
received by the patient; the hospital had stand- 
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ardized its containers which were all painted gray 
and were of the type seen in florist shops. 
Special provision had been made for long stemmed 
flowers which are so dignified and graceful if 
properly arranged and so awkward if tumbling 
over vases much too short. A few baskets for 
flowers and baskets or colored bowls for fruit 
also would prove useful. 


Color Scheme Highly Important 


A semi-private room would be attractive if 
finished in the same manner as the private room 
though it would probably be necessary to elimi- 
nate some other articles of furniture in addition 
to those already mentioned as unessential. In 
the three-bed or four-bed wards the furniture 
would necessarily be limited to a bed, chair, bed- 
side table, and table light for each patient. While 
in this case the drapes would be used at the 
windows there would probably be no rugs on the 
floor. In the larger wards the furniture would be 
the same but there would be neither rugs nor 
hangings. The ward can still present a cheerful 
aspect, however, if the same careful thought is 
given to the colors used for walls, ceiling and 
floor. 

On each floor there is generally a room vari- 
ously termed convalescent room, reception room 
or day room, though the purpose is primarily the 
same. This room is used during the day by con- 
valescing patients to relieve the monotony of ward 
or private room, and in it visitors can be received. 
In many. hospitals there are two such rooms per 
floor, one for the exclusive use of private patients 
and the other for the ward patients. 

Particular care should be taken to locate this 
room so that it will receive plenty of air and sun- 
shine and it should have an interesting outlook. 
Its treatment should be similar to that of the 
reception room previously described. Wicker 
furniture and cretonnes of more vivid hues than 
those used in other rooms are appropriate here. 
Flowering plants, ferns and one or two palms 
would suggest a sunparlor. In fact in some in- 
stances it might be feasible to make this a com- 
bined sunparlor and convalescent room, particu- 
larly so if there is neither roof garden nor 
solarium. 

The children’s playroom offers opportunity for 
the introduction of a really joyous spot within the 
building. Diminutive sized furniture is always 
cunning and when placed in a room whose walls 
are of unusual finish the effect is most quaint. 
One hospital has carried out the idea of using 
the illustrations of nursery rhymes on the walls; 
an old fashioned garden or a beach scene would 
have an equally attractive effect. The increasing 
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favor with which the idea of interior decoration 
in the hospital is meeting, particularly in this 
connection, is demonstrated by the fact that one 
large manufacturer of floor covering has patterns 
designed especially for children’s rooms. The 
play room for the children and the corresponding 
room for adults, known as the solarium, probably 
offer greater opportunities for originality than 
any other rooms in the building. 

The solarium, which is naturally planned with 
a view to obtaining as much sunlight and fresh 
air as possible, should be provided with radiators 
and so constructed that it can be used even in 
cold weather. If not built witn windows on all 
four sides the solid wall shoulc. be on the north 
side as it is the least desirable: exposure. 


Bring Roof Into Picture 


At least one outlook will be on a portion of the 
roof and this can also be made a most attractive 
spot. If the floor were of green which is restful 
to the eyes, if on the white railing there were an 
occasional window box with hardy and brilliant 
geraniums and hanging vines, and if there were 
two or three awnings under which the chairs 
might be wheeled, the roof itself would be most 
useful besides affording a lovely view from the 
windows of the solarium. Patients in wheel 
chairs could propel themselves from one to the 
other as they desired. 

There are many ways of achieving a solarium 
of distinctive character; one way would be to 
bear in mind a cozy Dutch room. The ceiling 
would have imitation beams, the walls would be 
of blue tile; if this were too expensive they could 
be finished in rough plaster e‘fect in the same 
shade. No rugs would be necessary if the floor 
were of a resilient warm material, preferably in 
soft shades of tan and brown, laid in pattern. 
The furniture should be selected with a view to 
comfort and practicability and should conform to 
the architecture. For example, an old Dutch 
chest would be in keeping and at the same time 
would provide space for blankets and robes which 
might be required by the patients. 

A fireplace on the closed side with shelves 
either side, and a wing chair placed near by would 
further reduce any tendency toward formality. 
The shelves would be found useful for books and 
magazines provided for the patients while in the 
solarium. The system of obtaining and returning 
them would, of course, be a part of the general 
hospital library. If sufficient shelving could be 
provided it might be the center of distribution for 
the traveling library. There would also be a 
writing desk, tables, (a folding table or two would 
be welcomed by those who enjoy cards), and a 
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few straight chairs as well as a number of easy 
chairs and a lounge. 

Cretonne drapes would greatly add to the ap- 
pearance of the room if they could be so arranged 
as not to exclude the sunlight. In this instance 
a pattern of tulips in reds and yellows would be 
appropriate. . Flower stands or boxes of flower- 
ing plants of vivid hues, baskets of hanging vines, 
and a couple of large palms greatly aid in making 
this room such that the daily visit to the solarium 
is a trip to be looked forward to with eagerness 
and back upon with pleasure. 


Don’t Overlook Food Service 


The foregoing suggests in a general way but 
a few of the features which require detailed at- 
tention in the planning and administration of the 
hospital. For instance, food distribution is one 
of the phases of hospital planning that rightly 
receives constant attention, and methods for in- 
creasing the rapidity of distribution are continu- 
ally being sought. The appearance of the food 
trays themselves and their service is, however, 
not often mentioned. Yet food attractively served 
is far more appetizing and will at times tempt 
an otherwise indifferent appetite. The arrival 
of the food tray can be made a welcome event for 
firms now produce china and glassware _ espe- 
cially adapted to hospital use and the manufac- 
turers of paper specialties are constantly adver- 
tising new products or suggesting new uses for 
those already on the market. 

Some of the other rooms which must receive 
consideration are the superintendent’s suite, 
nurses’ rest rooms, and dining rooms. Even in 
the service rooms a band of colored tile topping 
the white tile wainscot generally used in these 
rooms will be found a relief. Some advocate de- 
parting from white altogether and substituting a 
shade of gray. 

In the nursery if standing bassinets are used 
they could be enameled in a delicate shade and 
topped with a bow of the appropriate pink or blue. 
One hospital in which the nursery was rather a 
bare and unattractive room had adopted this 
idea and one did not soon forget the impression 
received upon entering this room with its many 
attractive bassinets and their tiny occupants. 

These ideas, and the expenditure involved, can 
be modified or enlarged upon to suit the require- 
ments and to meet the conditions and funds of 
the hospital in question. The need for improve- 
ment is usually apparent and it is surprising how 
a little earnest thought will suggest means and 
methods of attaining desired effects. Any ex- 
penditure of time, effort, or money will be more 
than repaid by the gratifying results. 
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HOW A CHAPEL BECAME A RECORD ROOM 


By Julius F. Gayler, Member, American Institute of Architects, 
New York 


been installed in the Woman’s Hospital, in 

the state of New York, using the space 
formerly occupied by the chapel; a room about 
thirty-four feet wide and fifty-seven feet long, in- 
cluding the altar and organ space, built in the 
Gothic style of architecture. The chapel had been 
little used of late years, because of the proximity 
of the Cathedral and other churches and because 
of the fact that the hospital does not treat 
chronic or medical cases and, therefore, has very 
few ambulatory patients. As the old record 
room was inadequate for the ever growing num- 
ber of records, it was suggested that the chapel 
be transformed into a record room, reserving a 
portion of the room for a surgical Library, space 
for which was much needed. 


Architecture of Chapel Not Changed 


It was decided to leave the architecture of the 
chapel unchanged and to have the record cases, 
fittings, and furniture, of a style that would har- 
monize with the room. With this in view, the 
architect was engaged to design the record cases, 
exhibition cases, bookcases and memorial tablets. 
It was endeavored at all times to make the fin- 
ished library restful, harmonious and conducive 
to study and research. 
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A NEW record room and surgical library have 
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Miss Ruth H. Gayler designed the furniture in a style to harmonize 
with the rooms. 

On either side of the entrance, as will be seen 
from the accompanying plan, are working spaces 
for the record room staff, located in the alcoves 
to the right and left. These spaces are provided 
with desks and steel cabinets for filing, and each 
alcove is lighted by a large window. Each of 
the next four alcoves, located between the record 
cases, also has a window. The space formerly 
occupied by the altar has been arranged for the 
surgical library. 


Design After Bookcases at Oxford 


The record cases, which contain the case his- 
tories of each patient in separate envelopes, are 
of oak, each twelve by nine inches long, arranged 
with sliding doors and fixed shelves. The design 
was adopted from the bookcases in the library of 
the University of Oxford, Oxford, England. They 
are of sufficient size to accommodate the case 
histories for the next sixteen years. After that 
time, if the space is needed for new records, they 
will be transferred to steel cabinets in the record 
storeroom where they will be indexed and kept 
ready for reference. 

In the alcoves between the record cases there 
are provided oak tables and chairs for the pur- 
pose of study and research. Under the windows 
in these alcoves there are exhibition cases for the 
display of instruments, writings and drawings of 
historical interest to students and the medical 
profession. These are arranged chronologically 
to show the growth and development of surgery. 

The surgical library alcove is provided with a 
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large table and chairs and with open bookcases on 
three sides. In this alcove are kept the books and 
current periodicals most used in connection with 
the work of the hospital, while the rare and un- 
usual books are kept in locked bookcases in the 
corners of the room. 

The locker room and wash room adjoining are 
for the use of the record room staff. 


Memorial Tablets in Surgical Alcove 


In the surgical library alcove, on the walls 
' above the bookcases, tablets have been erected to 
the memory of two former vice-presidents of the 
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hospital, Mrs. Mary Clark Thompson, wife of the 
late Frederick Ferris Thompson, and Mrs. Mar- 
garet Olivia Sage, wife of the Jate Russell Sage. 
The tablet in memory of Mrs. Thompson is of 
Rosata marble and the one for Mrs. Sage is of 
Roman Travertine stone. The inscriptions on 
both tablets are done in lead. 
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Seals of the Womans’ Hospital and of the 
American Gynecological Society have been placed 
in two of the windows. These are of leaded glass 
in the native drawing of the French leaded glass 
of the thirteenth century. It is the intention to 
have the seals of several surgical societies made 
up in this manner and placed in the remaining 
windows. 

After considerable study it was found that the 
best method of lighting and the one most restful 
to the eyes, was that of incandescent lamps placed 
on the various tables and desks instead of gen- 
eral illumination from chandeliers. The dark 
oak ceiling precluded the possibility of “indirect 
lighting.” A wrought iron lamp with parchment 
shade has been placed on each table. Strong 
light is obtained by means of 150 watt lamps in 
Holophane globes, the light being concentrated on 
the tables and enough being transfused through 
the shades to provide ample light for general 
illumination and for the record cases. 


Corner Dedicated to Memory of Founder 


In the location shown on the plan, a corner has 
been dedicated to the memory of Dr. James 
Marion Sims, through whose efforts the hospital 
was founded. As shown on the accompanying 
drawing, there will be a special exhibition case 
which will contain the instruments and early 
writings of Dr. Sims. Above that will be placed 
a marble tablet of especially fine Formosa marble 
commemorating his work for the Woman’s Hos- 
pital, and stating that he was the originator of 
modern gynecology. Above this tablet will be his 
bust, of bronze on a high elevation, supported 
on a bracket of Convent Sienna marble. Op- 
posite this corner will be a tablet erected to the 
memory of Dr. Thomas Addis Emmet, who 
worked with Dr. Sims and became his successor. 
The governors of the hospital were glad of this 
opportunity to express their appreciation of Dr. 
Sims and Dr. Emmet and their work. 





THE OLDEST WOMEN’S HOSPITAL 


The oldest hospital for women of which there is definite 
record is in Bankok, Siam. The inhabitants of this an- 
cient and populous city live, for the most part, on float- 
ing rafts or house boats on the river Meinam, and all 
the physicians of the court are compelled to give their 
service gratuitously to each of the hospitals that may 
require them. 





A committee of fifty physicians and philanthropists, 
of Chicago, has undertaken to raise funds to establish 
a behavior research institute there where problems of the 
child may be studied and work done to prevent juvenile 
crime and delinquency. The clinic will be allied to the 
present Institute for Juvenile Research. 
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A DISPENSARY AND LABORATORY BUILDING THAT 
IS PLANNED PRACTICALLY 


t By John T. Windrim, Architect, 
Philadelphia 


has found that its present buildings are 
proving inadequate for the steadily growing 
demands placed upon them and a renewal of build- 


also been built on Saunders Avenue at this time 
a three-story building to form the east end of a 
future surgical ward. This will ultimately be six 


"T= Presbyterian Hospital of Philadelphia age of 20 feet on Saunders Avenue. There has 


ings and equipment has become an imperative stories high with a frontage of 59 feet on Saun- 
necessity. The hospital, therefore, has had erected ders Avenue. The funds for this building were \ 
obtained from the estate of Jo- 
seph and Anne Miller Tomlin- | 
son. | 
The three divisions of the dis- | 
pensary building house the va- 
rious clinics of the out-patient | 
department, a complete mortu- | 
ary and also the testing labora- 
tories of the present hospital of | 
269 beds, as well as of the con- | 
) 





templated larger hospital of 500 
beds. 

The exterior of the building 
was studied as a part of the 
whole group that will be erected 
from time to time as funds can 
be accumulated. Materials, 
therefore, had to be selected 
that could be obtained not only 
now but over an indefinite fu- 
ture period. With this in view 
a combination of Indiana lime- 
stone and red brick was deter- 





The pharmacy located on the ground floor. 


at the corner of Powelton and 
Saunders Avenues, the first of a 
group of buildings that will en- 
tirely replace all the buildings 
now on the grounds of the hos- 
pital which are bounded by 
Thirty-Ninth Street, Powelton 
Avenue, Saunders Avenue and 
Filbert Street. This wil! enable 
the institution to carry on its 
work in a modern, up-to-date 
environment. 

The new dispensary has a 
frontage on Powelton Avenue 
of 88 feet, and on Saunders Ave- 
nue of 123 feet. It is five stories 
in height, but designed to be ul- 
timately six. South of this dis- 
pensary and a part of it is a 
two-story building, with a front- 
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The accident and receiving ward located on the ground floor. The suite consists of two 
receiving rooms and an operating room. 
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The general medical clinics on first floor looking south from the 


neurological room. 
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mined upon as being the most probable articles 
to be had in the future and as giving an adequate 
expression to design at this time. 

The first two stories, forming a base, are faced 
with Indiana limestone ashlar and above this the 
facings are of red brick laid in Flemish bond in 
white mortar. The cornices and molded band 
courses, also the window sills and heads, are of 
Indiana limestone. 

The principal entrance is on Saunders Avenue 
near Powelton Avenue. A courtyard entrance for 
ambulance cases has been provided in the south 
end between the new building and the power house 
of the present group of buildings. This will be 


the service entrance of the future group as well 
as the ambulance entrance for accident cases and 
ward cases. 
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The structure is fireproof and has reinforced 
concrete columns, girders and slabs. There are 
three stairways from the ground floor to the sec- 
ond floor and two stairways from the second floor 
to the fourth floor, one of which, throughout the 
building, is of smokeproof tower type. This also 
extends to the roof, being finished as a future sun 
parlor for the private ward wing of the hospital. 

The entrance vestibule and lobby are floored 
with marble and the side walls lined to the ceil- 
ing with polished marble, this being surmounted 
by a molded cornice. The corridors throughout 
the first and upper stories are floored with ter- 
razzo, metal bound. The surface at the intersec- 
tion of floors and walls is of terrazzo. Above the 
base, to the ceiling, the walls are painted plaster 
and the ceiling also is plastered, with a marble 
cove at the intersection of the walls and ceiling. 
The coloring of the corridor is of two shades of 
grayish brown color. 
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The floors throughout the remainder of the dis- 
pensary and laboratory portion of the building are 
of cement, with the thought of finishing this 
finally with linoleum. There is a cement base at 
the intersection of the floor and side walls and 
the walls and ceiling are plaster, finished by paint- 
ing in a warm light tan shade. 

The building is heated by direct radiation, ven- 
tilation being effected by an exhausting fan sys- 
tem, by which the atmosphere in the rooms is 
changed at least four times every hour. 

The plumbing is of the best quality and the toilet 
rooms are tiled, with marble cubicle divisions. 
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tors, this type of current being used on motors to 
obviate the noise from alternating current mo- 
tors; the pumps for the control of condensation 
in the heating system and the pumps for sup- 
plying water throughout the building; the ma- 
chinery of the elevator plant; a storage room for 
the pharmacy of the dispensary and hospital. 
The floor on the street level is known as the 
ground floor and on it are located the following: 
the general public entrance of the dispensary 
from Saunders Avenue into an octagonal lobby 
26 feet in diameter, from which can be entered 
the social service department and a large waiting 
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Third floor. 
















The illumination of the several apartments has 
been carefully studied, using x-ray, semi-indirect 
type of fixture. The corridors and toilet rooms 
are illuminated by a direct type of fixture. 

The stairways are all enclosed throughout the 
building and there is little or no sound disturb- 
ance as there is no direct communication be- 
tween the several floors. 

On each floor of the dispensary there is a 
nurse’s station, adjacent to the stairway. On 
the wall near the station is the nurses’ call sig- 
nal box, the head of the nurses’ section being 
in the ground floor at the intersection of the main 
with the side corridor. 

In the cellar are located the following: the mor- 
tuary and autopsy department with cadaver boxes 
for nine; the transformers in an isolated apart- 
ment of the Philadelphia Electric Company, re- 
ducing current from 2,300 to 220 volts and 110 
volts; the switchboard, on which are mounted in- 
struments for the control and measurement of 
electric current; the motor generator sets, gen- 
erating 220 D.C. current for motors and eleva- 








room, that also serves as a meeting room for all 
the activities of the hospital, and as a lecture 
room. From the same lobby is the entrance to 
the main stairway hall and to a nine-foot wide 
hallway, giving access to the pharmacy, the ele- 
vator, the office of the chief resident physician 
and the director of the out-patient department, 
public toilet rooms, the surgical clinic and the 
orthopedic clinic. This corridor terminates at the 
south end in a doorway to the south court. 

A side corridor from the main corridor gives 
access in the south wing to the receiving ward of 
the hospital, with accommodations for men and 
women for twenty-four hours observation, and 
also with accommodations for isolation and infec- 
tious cases, until removal can be made to institu- 
tions. The sterilizing room of the dispensary op- 
erating rooms and a bandage and dressing room 
are located on the side corridor. 

The surgical clinic on this floor is adjacent to 
the doorway to the south court for ambulance 
work, and is combined with the receiving ward. 
This clinic consists of two examining rooms, an 
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operating room for minor and urgent cases and 
examination and dressing rooms for men and 
women. 

The orthopedic clinic is near the surgical clinic 
and contains a treatment room with examination 
rooms, a splint, and a plaster room. 

The pharmacy is planned to give facilities for 
handling the drug work of the entire institution. 

A feature of the ground floor is the accommoda- 
tions provided for social service work in 
close proximity to the office of the chief resident 
physician and the director of the out-patient de- 
partment. Such an arrangement is commendable. 
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tically at the end of the side corridor, with the 
thought of future ready access to the surgical 
wing and other parts of the genera] hospital as 
well as for dispensary purposes. 

The second floor completes the dispensary, or 
those portions of this building allotted to it. It 
contains the following clinics; dentist; children; 
hydrotherapy and physiotherapy and also the 
gymnasium; nurses’ rest, locker and toilet room; 
ladies’ aid meeting room and library, which is a 
general utility room, used for work that may orig- 
inate either in the dispensary or in a private room 
building that is under contemplation and is to be 

















Fourth floor. 





The first floor (first above street level) contains 
the following clinics: ophthalmological; gyneco- 
logical ; neurological ; medical ; electrocardiograph ; 
x-ray; ear, nose and throat; genito-urinary and 
skin. On this floor are also toilet accommodations 
for men and women. 

Each clinic has been studied and planned to 
meet its particular needs and the grouping on 
this floor of so many interesting clinics has re- 
sulted in a most satisfactory layout. 

The location of the genito-urinary clinic was 
determined upon in order to achieve its close prox- 
imity to both stairway and elevator and thus 
make access to it possible without the necessity 
of coming in contact with the attendance at the 
other clinics. 

The x-ray department also has been located in 
the south wing to be near the present private 
room building and the future surgical ward, the 
long axis of which is a continuation of the axis 
of the side corridor in this story. It will also be 
noticed that the electrocardiograph room is prac- 


built on Powelton Ave., adjoining the dispensary. 

Special provision on this floor has been made 
for waiting room space and for the comfort 
of mothers and very young children. 

The third and fourth floors are occupied by the 
laboratory of the hospital for both routine and re- 
search work, the third floor giving space for bac- 
teriological, physiological and serological work 
and the fourth floor for chemical work, with the 
necessary cold rooms, photographic quarters for 
both exposure and development, media work, ster- 
ilization, incubation, gas analysis, balances and a 
museum. 

Special rooms have been provided for research 
work and for care of animals during the period of 
study and treatment for laboratory purposes. 

These laboratory floors will be readily ap- 
proached in the future from the private room 
building and from the general hospital and being 
located above street noises and dirt will, it is 
believed, be splendidly adapted for the great work 
to be undertaken in them. 
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The x-ray equipment of the den- The deep x-ray therapy room at Complete set of x-ray equipment | 
tal department in a Kansas Saint Barnabas Hospital, Min- at Bethesda Hospital, Zanes- 
City (Mo.) hospital. neapolis, Minn. ville, Ohio. | 


Glimpses at Various X-ray Departments 


Radiographic and x-ray deep therapy room at Saint Alphonsus Hospital, Boise, Idaho. 
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HOUSING THE MENTALLY ILL IN ONE-STORY 
BUILDINGS 





By A. L. Bowen, Former Superintendent of Charities, 
Illinois State Department of Public Welfare, 
Springfield, II. 


tion or official action Illinois adopted the 

simple, one-story cottage as the pattern 
for all its institutions, except education and 
penal. New state hospitals and colonies and all 
other institutions classed as charitable hence- 
forth were to be laid out on the one-story basis, 
and old buildings adapted to conform to this plan. 
As I have said no formal action of the adminis- 
trative authorities was taken and the records do 
not show at what date this policy began, but suc- 
ceeding years have demonstrated faithful adher- 
ence to it. 

At that time among the so-called charitable 
institutions of the state there were few single- 
story ward or inmate buildings. Some of its 
state hospitals and its colony for feeble-minded had 
been planned after the congregate plan and had 
been enlarged by cottages, two and three stories 
high. Its cottage hospitals were made up of large 
two- and three-story barracks. 

The one-story cottage is not an Illinois discov- 
ery but it is probably true that no state has 
adopted it more thoroughly or has erected so 
many such buildings in the same period of time. 

It is not my purpose to enumerate the advan- 
tages of the single-story ward structure or to 
reply to the charges against it. Nor shall I dis- 
cuss the merits or demerits of two and three 
stories or the much controverted point of relative 
costs. Practical use on a large scale of the one- 
story building has resolved all these questions in 
its favor and I believe this sentiment prevails 
throughout the Illinois service. In this decade 
the Illinois administrative form has changed once 
and its personnel several times, but it is worthy 
of note that the policy of which I speak has never 
been disturbed. 


c. ten years ago without formal declara- 


In this period the state has built two new in- 
stitutions: the Alton State Hospital for Mental 
Diseases and the Dixon State Colony for Feeble- 
Minded. Each shelters at this time about fifteen 
hundred patients but has been planned to expand 
to a capacity of five thousand. Both are one-story 
institutions. At Alton only the administrative 
building, the nurses’ home, the hospital for acute 
physically sick and two receiving cottages are two 
stories high. The Dixon State Colony for Feeble- 
Minded has no building, except the headquarters, 
more than one story high. 


Simplicity Through Grouping 


Simple architectural effects have been attained 
by ornamentation of the hospital for the physi- 
cally sick, the nurses’ home, the administration 
building and by the grouping of the ward struc- 
tures. 

The increase in population at the old institu- 
tions has been absorbed by one-story houses. 

The first of the state’s one-story houses were 
planned with narrow corridors terminating in 
large rooms and solariums that may be used for 
recreation and assemblage. Opposite the front 
entrance is the dining room, served from a rear 
door. Along the hall on each side are single 
rooms, double rooms and small and large dormi- 
tories. The height of ceilings is determined by 
the number of patients in the dormitory. All 
rooms have many outside windows and abundant 
ventilation. The best of these earlier cottages 
house about seventy-five in comparative comfort, 
but lack the conveniences of the new buildings. 

Later designs which prevail at the new institu- 
tions, as shown by plans accompanying this ar- 
ticle, provide for a division of population by 
means of two parallel dormitories set at right 
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FLOOR PLAN 
Receiving cottage. 








angles to the:administrative front. The dormi- 
tories are limited to fifty beds each, being just 
wide enough for two rows of beds. They have 
many windows that afford cross ventilation, in 
addition to which are the several roof ventilators. 


H 


The plans for all 
the structures illus- 
trating this article 
were made by Edgar 
Martin, state con- 
sulting architect, and 
member of the firm 
of Richard E. 
Schmidt, Garden & 
Martin, Chicago. 
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Ward building for the mentally ill. 


These cottages are without basements. Their 
concrete floors are laid as a walk would be laid. 
The edges are turned to form a cove base with 
the brick walls that set directly upon the floor, 
without baseboard. A salt-glazed brick faces the 
inside of the wall to eight feet, above which there 
is plaster upon hollow tile. The wall consists of 
a core of hollow concrete tile manufactured by the 
patients, faced on the inside as I have described, 
and on the outside by a tapestry brick of low 
price. The roof is of tile or composition. The 
building is as nearly rat and vermin-proof as it 
could be made and has ample toilet and bathing 
facilities. If its patients are able to do so they 
go to a central dining room; otherwise their din- 
ing room may be erected in the court between the 
two dormitory wings. 


Economy in One-Story Buildings 

At the Jacksonville and Elgin State Hospitals 
the state has erected a group of ward buildings 
for world-war soldiers. Each will accommodate 
300 men. The structure is an assemblage of one- 
story houses such as I have described that have 
been brought together under one roof for eco- 
nomical reasons, which I do not consider valid. 
A better plan would have been a colony of small, 
detached buildings, each one its own unit. But 
the point is made that these patients live on the 
ground and are next to it at all times. 

None of these buildings has barred windows. 
In these ten years no ward building at an Illinois 
state hospital or state colony has been built with 
barred or grated windows. 

Though these buildings were planned and some 
of them built during the last days of the war 
and the first days of peace, patient labor and 
simplicity of plan reduced costs to less than $500 
per bed. 

On the farms of the state hospitals an effort 
has been made to create colonies. Old houses 
have been repaired, grouped together and made 
comfortable and convenient. Nearly all of these 
are one-story. The two-story houses are so plen- 
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tifully supplied with windows and the second 
story is so close to the ground that the danger of 
fire is lessened. 

I believe thoroughly in the one-story house for 
the mentally ill and feeble-minded, but the patient 
is denied something very valuable to his comfort 
and improvement if it is made so large that it 
becomes a barracks. One hundred men in one 
building are too many. It may be economical but 
in the consideration of mental disease and the treat- 
ment of patients to be penny-wise is often to be 
pound-foolish. A rational, community idea in 
the segregation of the mentally afflicted where 
they may do best for themselves and for society, 
shouid not overlook the fact that they appreciate 
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many of the things they have left behind. Im- 
provement in their mental and physical condition 
and eccnomic results from their services are pos- 
sible only in an environment that approximates 
that in which normal men and women live and 
do their best work. This factor is quite as im- 
portant for mental patients as it is for the tuber- 
culous. 

For that reason cottages should be smaller. 
They should also be adapted to pleasing interior 
decoration and ornamentation. Most important 
is the development of the individual’s creative 
instincts. The big cottage may cost less as an 
initial investment, but it impairs the productivity 
of its inmates and renders them more dissatis- 
fied and less amenable to restorative influences. 
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A group of one-story cottages assembled under one roof similar to the type of buildings at Jacksonville and Elgin, Ill, state hospitals. 
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INVESTING ENDOWMENTS OR TRUST FUNDS’ 


By Charles R. Holden, Vice President, Union Trust Company, and F. H. Rawson, Former Chairman, 
Board of Trustees, Presbyterian Hospital, 
Chicago 


N GENERAL, in considering classes of securi- 
| ties that may be held and retained in trust, a 

threefold division may be made. 

The first division includes consideration of se- 
curities constituting the trust, or part of the trust 
at the time of its creation. Under the law of 
nearly every jurisdiction the trustee may, 
within reasonable limits, retain securities 


be sought, for in some states the courts seem in- 
clined to hold that the trustee is liable, if he un- 
reasonably retains non-legal securities even of 
sound character, although the securities were 
originally a part of the trust estate. 

In the case of endowment funds, trustees do 
actually, in practice, retain non-legal securities 
to an extent beyond that allowed by other fiduci- 


thus received whether 
class in which a holder 
may invest trust funds 
himself. 

The second division 
deals with securities not 
ordinarily constituting 
legal investment for 
trust funds, but ex- 
pressly declared to be 
proper for investment 
by the instrument crea- 
ting the trust. 

In the third division 
are included all those 
classes of securities that 
both the law and prop- 
er business judgment 
would classify as the 
proper securities for in- 
vestmeant of trust funds. 

Reverting to the first 
class of securities, 
namely, those the crea- 
tor of the trust has put 
into it, there is often a 


or 


not they are of a aries in handling ordinary trusts. 





A Practical Approach to the 
Problem 


NDOWMENTS or trust funds often 
present a difficult problem to hospital 
trustees, because of the technicalities at- 
tendant upon the investment of such funds. 
Sometimes it happens that the agreement 
or will is not carefully drawn and, in con- 
sequence the trustee or holder suffers loss 
through investment. On the other hand, 
directions in the will may set up limita- 
tions and restrictions on investments that 


“will sacrifice the best interests of the 


estate. 

These and other phases of the problem 
are explained in the first of two articles 
by Messrs. Holden and Rawson, the former 
a recognized authority in the financial 
field, and the latter a man who, as a mem- 
ber of the board of trustees of the Presby- 
terian Hospital, Chicago, for sixteen years 
understands the problem from the hospital 


In endowment funds 
where there is only one 
beneficiary, namely, the 
institution for which 
they are held, the sin- 
gle question of safety is 
paramount and the rate 
of income secondary. 

However, trust funds 
are held, in some cases 
by the trustees of edu- 
cational and charitable 
organizations when a 
person receives the 
whole or part of the in- 
come for life and only 
on the death of such 
person does the princi- 
pal and its use revert 
wholly to the benefit of 
the institution. And, of 
course, ordinary trust 
funds are commonly 
held under agreements 
or under wills for the 
benefit of some people 





serious responsibility viewpoint. 


involved. It is not con- 





who receive the income 
for life and of others 








sidered necessary to 
attempt to draw the line of legal responsibility 
and indicate where a trustee may be personally 
liable if he unreasonably retains securities, thus 
received, of a highly speculative or dangerous 
character. It would seem improper for any trus- 
tee to risk the safety of the trust fund by keeping 
any securities of a speculative character to the 
extent of jeopardizing the principal, even though 
the particular security might be one of which the 
law permits retention. 

In such a case, the advice of an attorney should 





*This is the first of two articles on the investment of trust funds. 
The second article by the same authors will appear in our November 


who receive the remain- 
der after the expiration of such life or lives. It 
is in such cases that the proper discernment of 
the duty of the trustee with respect to securities 
received in the creation of a trust requires serious 
study. 

The life tenant, interested in income only, is 
naturally anxious that the largest possible income 
should be secured. Even with such life tenants 
the view should be encouraged that safety of prin- 
cipal, and continuance therefore, of incomes is of 
first consideration. 

It will usually be found that the income thus 
provided for life of such persons is often their 
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chief income and its preservation and continu- 
ance is thus of vital importance. 

Both the laws on the statute books and the 
common law, evidenced by decisions, antedate the 
comparatively recent development of ordinary 
stocks, common and preferred, of those types 
which may, even on a conservative basis, be con- 
sidered as proper for investment. 

In a considerable number of cases when there 
are no underlying bond issues or mortgages, a 
preferred stock issue, preferred both as to prin- 
cipal and income, is somewhat analagous to a 
bond issue. In fact, under some conditions, it 
affords a safer investment over a considerable pe- 
riod of time than a bond issue that, with more 
rigid requirements, might endanger the corpora- 
tion involved in time of stress, when the less rigid 
requirements of a preferred stock issue would en- 
able it to pass safely on to continue a successful 
progress. 


Three Rules’ for Investment 


Without unduly extending this comment, three 
rules may be indicated, the amplification of which 
should be obvious in any specific instance. 

(1) In the case of any stock, common or pre- 
ferred, investment character should not be given 
to the issue unless there has been an earning 
record for a period of at least ten years during 
which there have been sufficient earnings to pay 
the dividend requirements and, on the average, a 
surplus large enough to maintain the progress 
and constant rehabilitation of the business equiv- 
alent to, or in excess of, the amount of the usual 
rate of dividends. 

(2) The statement should show assets subject 
to liquidation sufficient to discharge the principal 
invested in the stock. As a rule, values based on 
mere good-will or on propriety or patented rights 
that may expire or become obsolete, should be 
disallowed. 

(3) The management of the company should 
be broad enough and the interests controlling it 
strong enough to insure a reliable organization 
with a permanent character of personnel. It 
should neither be a one-man business nor a busi- 
ness where the stock interests are so diversified 
as to preclude the control from being the interest 
and the concern of reliable holders. 

It is important that the creation of trusts, the 
agreement or will, be carefully drawn. No trus- 
tee should be placed in the doubtful position of 
being required by the terms of a trust to hold 
and suffer inevitable waste and loss by retaining 
specified investments. Numerous illustrative cases 
might be stated when trustees were bound, under 
explicit directions, to hold specified stocks, or 
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specified interest in a business, when loss was 
probable or even inevitable and when the only 
escape would be recourse by the trustee to a court 
of chancery for directions and power to modify 
the improvident terms of the trust agreement. 

On the other hand, directions contained in the 
trust agreement may set up such limitations and 
restriction on investments as to sacrifice unneces- 
sarily the best interests of an estate. For ex- 
ample, it was quite common some years ago, be- 
fore income taxes were imposed and before legal 
provisions for taxation of mortgages were devised, 
to limit a trustee to investment in first mortgages 
on real estate of a particular class. A limitation 
to loans of 30 per cent of the value, or a limita- 
tion to a percentage of land value, regardless of 
improvements, unduly restricts the investments 
available, and the actual net return remaining 
after all taxes and costs are deducted, might be 
much less than the return of a safer tax exempt 
government or municipal bond. 

Conversely, too liberal powers as to investment 
would be very liable to danger and abuse, unless 
sound trust company service was secured as a 
safeguard against improper investment. 

When general power is given to a trustee, such 
as power to make any investment, at the time 
a prudent business would make it, although not 
of a character required by law for trust com- 
panies, the trustee should apply the same rules 
that are outlined above in regard to retention or 
disposition of securities originally constituting 
the trust estate. 


Directions Must be Definite 


As in any such cases, the instrument creating 
the trust must be clear and explicit in its direc- 
tion so that other than legal trust investments 
may be made. The intent of the creator in such 
a case should be clear, in order that a sound and 
broad investment should be carried out that will 
produce as large a rate of income as is compatible 
with safety of both income and principal. 

The second general class of trust investments is 
that of bonds. As real estate bonds are only a 
means of dividing the ownership of a single real 
estate loan, they are considered in the third gen- 
eral class of real estate loans. 

Bonds of the second class fall into three classi- 
fications, namely, government bonds, which rest 
on the direct obligation of the nation, state, 
county or city; railroads operated by private en- 
terprise; and utility bonds, which are based on 
the ownership or operation of public utilities such 
as lighting, water, street railway or telephone sys- 
tems. There is a class of utility bonds having 
somewhat the character of government securities 
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where cities or counties operate utilities and issue 
bonds against them and only indirectly assume 
liability thereon, or where cities, counties or even 
states issue such bonds as hard road bonds or im- 
provement bonds resting either on special taxes 
or special assessments for the direct source of 
payment. 

On government bonds of such wide diversity 
only general rules can be set forth here. 

Adequate population, taxable property, satis- 
factory financial history and proper laws for 
funding and assuring payment of principal and 
interest should be clear factors in each bond. The 
opinion of qualified attorneys should always be 
required to determine that the bond has been 
legally issued. It should be certain that proper 
banking connections have been made to secure the 
prompt and routine payment of interest coupons. 

Finally, the banking or bond house through 
which the issue was placed, and on which in some 
measure the continued marketability for the bond 
may rest should be noted. In any well-based gov- 
ernment bond this factor is not important, as the 
issue would be classed by dealers as marketable. 


The Real Estate Loan 


The third general class.of sound trust invest- 
ment is the real estate loan. This should be the 
real backbone of the sound structure of a trust 
estate. Whether to invest only in the buying of 
the entire interest of separate loans or to buy 
bonds representing interests in loans thus divided 
in ownership, is a question of policy somewhat 
unsettled. The argument for buying only the en- 
tire interest in loans is, of course, the factor of 
control and disposition of the property in the 
event of foreclosure. Against this is the more 
practical and valuable factor of the division of 
risk, the better class of larger investments and 
the settled course of collection and oversight rou- 
tine that is assured when a bond of this type is 
issued by a first class house. 

The real estate bond or loan should rest on the 
self-contained and inherent earning and sale 
value of the real estate and improvement on the 
land. Earning power, particularly of improved 
real estate is, as will be seen, an important con- 
sideration, but that earning power must be re- 
stricted to general availability for use as a place 
of residence or a place for transacting business 
of general character. The personal element of 
either personal credit responsibility or of the suc- 
cessful prosecution of any line of business, must 
be a very minor element in the value of a bond 
termed a real estate or a building bond. 

Again, there should be eliminated from this 
classification, bonds on properties so located or 
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so improved that they depend for earning power 
and for sale value on their use in a special line of 
business. For illustration, exclusion should be 
made of all garages, theaters, buildings largely 
taken up by public halls, club buildings, churches, 
and all except the most generally adaptable of 
manufacturing buildings. Even store buildings 
should be excluded when they are of a type or size 
that both earning power and sale value rest on 
any basis narrower than the broad general de- 
mand for retail store accommodation. In prac- 
tice this means the exclusion, in most cases, of 
buildings erected for store use alone, with no 
apartments or living quarters in connection. 

A real estate bond on vacant property is like a 
commercial loan on raw material requiring spe- 
cial and expensive treatment to make it a market- 
able stable. Such vacant real estate has prior 
liens against it, such as taxes to accrue, and pos- 
sibly special assessments to develop. Therefore, 
it involves a partnership in the sale of the further 
improvement of such real estate to make a loan 
on it. Such a loan really rests on the prosecu- 
tion of the special business of selling real estate, 
often one of slow turnover. To determine these 
factors requires knowledge, experience and a 
broad view of both real estate and building values. 
Ordinarily, that determination should be placed 
in the hands of thoroughly competent attorneys, 
banks or trust companies. 





THIRTEENTH CENTURY DEVELOPMENT 


The Crusades did much to further the spread of hos- 
pitals. The wounded knights, who had fought for the 
Holy Sepulchre, awoke the instinct of humanity in their 
brethren, and crowned it with the charm of human serv- 
ice. These who had traveled among the monuments of 
an older civilization, not yet fallen entirely into decay, 
returned to relate the size and completeness of the hos- 
pitals of the East. This did much to awake in their 
countrymen a desire for emulation and resulted in the 
establishment of 19,000 hospitals throughout Europe in the 
thirteenth century. 

In Rome, which so largely imitated the civilization of 
Greece, we find that the Athenian custom of having public 
physicians in every city was followed. The number in 
each center was in proportion to the number of inhabi- 
tants, and they received salaries from the public treasury. 
Tacitus, speaking of the fall of an amphitheater at 
Fidenae, by which 50,000 people were killed or injured, 
says: “During the fresh pang of this calamity the doors 
of the grandees were thrown open, medicines were every- 
where supplied and administered by proper hands; and at 
that juncture the city, though of sorrowful aspect, seemed 
to have recalled the public spirit of the ancient Romans 
who, after great battles, constantly relieved the wounded, 
sustained them by liberality, and restored them with 
care.” The fall of this amphitheater took place about 
27 A. D. From the wording of Tacitus’ report it would 
seem that even in that day the older generation looked 
with regret at the passing of former customs. 
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Dining hall and service building of the Burke Foundation Convalescent Home. 
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CONVALESCENCE IN AMERICAN PUBLIC HEALTH 


HERE are four pieces of unfinished, almost 
unentered, work in the public health field 


By Frederic Brush, M.D., Medical Director, 


The Burke Foundation, White Plains, N. Y. 


day are convalescence, psychopathic prevention, 
periodic health examinations and vocational] read- 


today: convalescence, the neuropsychiatric justment. These fields offer the widest oppor- 


border-zones, periodic medical examinations for 
the majority, and industrial-social adjustment of 


the handicapped and 
subnormals. Hospital, 
dispensary, diagnostic 
and other special clin- 
ics, social service, com- 
munity nursing, occu- 
pational therapy, nutri- 
tion, school health, dis- 
ability insurance, are 
all fairly organized and 
are developing. 

Those who reiterate 
that money will buy 
any degree of health 
stop short of the main 
problem. Other phases 
of our living must be 
financed—some of them 
even more important 
than health. The means 
will always be far be- 
low ideals or even fea- 
sible plans. And of the 
portions left for health 
it must be constantly 
asked, where may these 
inadequate sums_ be 


best applied—in what place and time and condi- 
tion? The answer is found in seeking and closing 
the main gaps and bringing the slow regiments 
into line. The best “health buys” in America to- 








Convalescent Homes—A 
Practical Need 


HE best health investments in 

America today are convalescence 
psychopathic prevention, periodic health 
examinations, and vocational readjust- 
ment. 
Convalescence is placed first in this group 
because its establishment is needed before 
the other three can be well accomplished, 
though it is not major to them in import- 
ance. 
The immediate aim in psychiatry is a 
country place for experiment in preven- 
tion, cure, convalescence, periodic con- 
valescence, sustaining at a level, voca- 
tional guidance with this group. 
If country convalescence is the next best 
public health investment, what will it 
cost? Will maintenance range from $1.20 
to $2 per capita day, or one-third of the 
daily per capita cost of hospital care? 








tunity to assist these large groups of non-produ- 
cers to become assets to society. 


Convalescence is 
placed first in this 
group because its es- 
tablishment is needed 
before the other three 
can well be accom- 
plished, though it is not 
major to the others in 
importance. Nervous 
and mental illness and 
defect are said now to 
outnumber, under 
skilled diagnosis, any 
other type of disease. 
These diseases are 
numbered in the low 
millions for the United 
States and Canada. 
They disturb.and retard 
society much more per 
unit than do tuberculo- 
sis, heart-disease and 
cancer. The large ma- 
jority of cases in this 
disease classification 
are mild borderliners— 
preventable, and often 


curable to the degree at least of the handicapped’s 
keeping a place in society. 

Where this problem is farthest advanced comes 
insistent call for the country reconstructive in- 
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stitution, to precede or accompany further the re- 
habilitative program. Within the past year in 
New York City organization has begun to effect 
programs of rehabilitation. Diagnostic and psy- 
chiatric clinic methods are being harmonized, 
certain convalescent institutions are cautiously 
receiving these patients, employment and follow- 
up work are receiving more attention. The im- 
mediate aim is a special country place for five- 
year experiment in prevention, cure, conval- 
escence, periodic reconvalescence, sustaining at 
a level, vocational guidance with this group.’ 


Convalescence and Rehabilitation 


Periodic health examinations and the major 
problem of reconstruction, and of rehabilitation 
of the handicapped generally, will not be discussed 
here, except to emphasize that a period spent in 
a modern convalescent home implies a high de- 
gree of health testing. These institutions gen- 
erally have come to an essentia] functioning in 
the rehabilitation of the various handicapped, 
though this latter work is only beginning. With 
America’s policy of restricted immigration and 
growth from home stocks only we shall need all 
of our substandard people adapted to industries 
where they can be most productive. 

If country convalescence is the next best pub- 
lic health investment, what will it cost? Main- 
tenance ranges $1.20 to $2.00 per capita day, 
or one-third only of daily per capita cost of hos- 
pital care and about 75 cents per day for house 
care? Part-pay patients further reduce the ex- 
pense. New homes can be built for one-half 
hospital costs per bed and equipped for about one- 
third as much. But in the majority of cases vari- 
ous existing buildings and grounds may be read- 
ily adapted te the purpose with but very moderate 
first outlay. These comparisons, based on run- 
ning expenses in all countries, having convales- 
cent institutions, should be kept in mind. 

The convalescent institution can more speedily 
and lastingly restore the individual to health 
(best indicated by return to wage or home oc- 
‘ecupation) than can the hospital or home environ- 
ment, or other directing agency. Over one-sixth 
of all patients occupying our hospital beds any 
day would be better removed to convalescent 
homes, with a resultant saving to the community 
and a gain to the individual and to society. 

The convalescent institution’s relations to the 
other health and industrial agencies are now 
measurably appreciated; it nears the ideal in 
closing this white space in the health-industrial 
cycle by full workable restoration after illness, 





1. Cummings, F. N. Results of Convalescent Care of a Group 
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opportunity for the handicapped, and adjustment 
of the subnormals. “Convalescent home” is no 
longer an adequate expression; terms such as 
“reconstructive country health plant” are re- 
quired to explain it. Its best future is in pre- 
vention, for these plants can prevent, in rightly 
selected cases, the incidence of heart disease and 
periodic relapse of existing cardiac affections, 
neuro-mental breakdown, the various tuberculous 
“re-lightings,” at times the need of surgical op- 
eration, slow physical down-slides to inevitable 
illness, character deteriorations, home break-ups, 
and educational delinquency. (The list could be 
extended.) 

Beyond prevention come other salutary effects, 
such as the holding or sustaining by periodic rests 
and the cheering of those in advanced years, 
malignancy, chronicity or other fixed burdens; 
also the physical and temperamental-moral test- 
ing of many doubtful and puzzling individuals. 

Then, too, the environment imbues children 
and adults alike with lasting inculcations of am- 
bition, better hygiene, diet, manners, honor, am- 
bition, citizenship. The mental therapy of the 
progressive American convalescent home is only 
beginning to be appreciated, and to be studiously 
augmented as almost on a par with the physical. 
The main elements of this rejuvenation cure— 
which is more impressive and apparently magical 
than any other in medicine—are time, country 
environment, firm hygienic regime and freedom 
from worry. In addition, the admission offices 
of the larger homes are acting more and more 
as information and clearance centers far beyond 
the narrow fields of their inception; these soon 
become almost public health units in themselves. 


Progress in Other Countries 


With such undeniable medical economic, and 
public health values why has skilled technical 
care of these border conditions been so neglected ?? 
One probable reason is that so many acute prob- 
lems must have first attention in a new and over- 
growing country. France studied convalescence 
scientifically, and established in the middle of the 
last century two large homes (models in their 
way, and still operating) but since then has only 
slightly increased such provision.’ England lists 
thousands of convalescent beds and has long ac- 
corded essential place to this branch; yet it is 
notable that the late Sir Henry Burdett deplored 
the lack of effectiveness and justice in the con- 
valescent administration as a whole and planned 
to press the radical reorganization of the entire 


2. Bryant, John, M.D. Convalescence II. A Problem in Preventive 
Medicine and Public Health. Boston Med. and Surg. Jour., 1923, 
elxxxvii, 99. 

3. Bryant, John, M.D. Convalescence I. A Chronological Review, 


to 1878. Boston Med. and Surg. Jour., 1922, clxxxvii, 653. 
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system. The new Russian government has defi- 
nitely incorporated in its statutes provision for 
periodic country recuperations for workers. The 
extent of actual practice of this method is not cer- 
tain as yet, and probably inconsiderable. America 
started meagerly with the English model, but our 
special conditions of population, city growths, 
plus some recent large endowments for the pur- 
pose, have brought such divergence in the un- 
folding of the scheme that other countries are 
now looking to us for new standards and leader- 
ship. 


Aspects of Our System 


Our convalescent system merges into “fresh 
air,” camps, vacationing homes, on one side, and 
on the other links with the hospitals, physicians, 
public health workers and the industries. It has 
recently launched upon a new growth of medical 
and public interest, especially in the vicinity of 
New York. (Witness the 350 beds for heart dis- 
ease in that city alone, created and firmly main- 
tained within the past eight years.) 

No other major health section so lacks study, 
expert direction, and organization. The interest 
1s becoming too large, measured in millions of 
dollars and lives, to advance further without 
standards, accredited customs, legal status, co- 
ordination, association. 

Recently in New York (which has in its dis- 
trict nearly one-half of all the convalescent fa- 
cilities of America) first steps have been taken to 
establish a centrai convalescent bureau of service 
and information. This one has been held back 
until the need became pressing and it could be de- 
veloped as side function only of stable existing 
associations. It will be conducted by the Hospital 
Information Bureau under the public health sec- 
tion of the Academy of Medicine, aided by the 
Sturgis Research Fund of the Burke Foundation. 
It proposes, among other activities, to centralize 
trustworthy information and for daily practical 
use to promote conferences and coordinations, to 
correct underused or misused facilities and to 
build up those lacking, to aid in the gradual form- 
ation of workable standards of selection, trans- 
portation, maintenance, administration, medical 
and nursing care, legal liability and local com- 
munity obligation, vocational guidance, employ- 
ment, prevention, and research. In short, it is 
agreed that convalescence and other allied sub- 
standard health states are in that great commun- 
ity worthy of definite place in medical and welfare 
studies and programs. A local conference of these 
interests will probably be formed, and this may 





4. Standards for the Care and Management of Convalescent Homes. 
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ior Social Service, July, 1925. Reprinted by the Sturgis 
nd. 


THE MODERN HOSPITAL 307 


well lead in the future to some broader, perhaps 
even national, organization.« The American Hos- 
pital and Public Health Associations may well give 
increasing recognition to this section, and offer 
opportunities to report its problems and advance- 
ment. The question as to which of these bodies 
it should attach to makes interesting speculation. 

The estimate made some years ago by the 
Burke Foundation, of at least one required con- 
valescent bed to every ten hospital beds, with two 
per cent added for dispensary and other sources, 
has proved sound in practice for New York, which 
city is approaching this ratio, and will undoubt- 
edly demand a still higher percentage of country 
institutional outlet, as the preventive, holding, 
testing, and the specialized recuperations are 
more fully appreciated. Reference is made to 
the literature for various studies of community 
needs in this line.* 


Number Needed Varies with Environment 


A city like Toronto obviously requires a lower 
convalescent ratio, because of better population 
and environment conditions, but cannot justly go 
on without provision approaching the following: 
(1) A large home or two for children of nearly all 
types of diseases, with a section for mothers and 
babies, (2) a smaller home for adults admitting 
cardiacs, surgical cases and orthopedics, and mild 
psychoneurotics, (3) a specialized modest sepa- 
rate provision for children and adolescents suf- 
fering from rheumatism, heart disease, and 
chorea. (Crippled children must, of course, have 
adequate country institutional care, and may or 
may not be classed with convalescents.) Social 
service, here broadly considered, will, if sup- 
ported and exterded, well cover convalescence in 
the people’s homes, where most of it will always 
be done. A minimum of 300 convalescent beds 
should be provided for this city. Their inspira- 
tion and support will come mainly from private 
sources, if the past be a guide; but public health 
and civic distinction await the American city 
which shall be first to make definite governmental 
program and provision in this neglected field. 

A conception of the magnitude of this prob- 
lem may be gained by adding the estimated three 
million cardiacs in America to the more than this 
number of neuro-mental subnormals, plus the mil- 
lions of others variously handicapped.* 


5. Lewinski-Corwin, Edward H. Provisions for the Care of Con- 
valescents in New York City. Med. Jour. and Rec., Dec., 1923. 

Publications of the Burke Foundation. (Apply to Sturgis Re- 

search Fund, Burke Foundation, White Plains, N. «+ for this bibli- 


ography.) (Lantern illustrations given.) 





The Hospital of Fate-ben Fratelli was founded in Rome 
(1540 A. D.) by John Colavita, formerly a Spanish book- 
seller. His hospital received one hundred patients and 
had no yearly revenue, but was maintained by charity. 
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ADMINISTRATIVE 
PROCEDURES 











OBSTETRICAL ROUTINE 


HILE it is impossible to formulate an in- 

WV flexible set of regulations or standing 

orders governing obstetrical service that 
would apply to every hospital maintaining ma- 
ternity beds, there is sufficient variation in ob- 
' gtetrical routine to justify an exhaustive study 
and analysis of the existing orders, and the pre- 
sentation of a composite in which is incorporated 
the better features of a number of efficiently 
administered hospitals. 

In the development of this composite we have 
not been unaware of the fact that existing stand- 
ing orders are entirely the result of experience. 
In the beginning, all routine was largely a matter 
of notes and memoranda on the part of the ad- 
ministrative and medical personnel. These notes, 
altered at the dictates of time and experience, 
finally crystallized into standing orders that even 
now permit of spasmodic revision. 

jt us suggested that our readers compare the 
following composite with the existing orders of 
their institution: 


Admission Orders 


.mmediately upon admission, the nurse will 
notify the chief resident and the intern; take 
temperature, pulse and respiration, and obtain a 
specimen of urine. 

As soon as possible, the following data will be 
obtained: time of onset of labor; date of expected 
confinement, as indicated by menstrual history; 
frequency of pains, interval of pains, measure- 
ments, blood pressure and position of fetus. Rec- 
tal ex:aminations will be made to check the prog- 
ress of labor, but under no circumstances will 
vaginal examinations be made without the con- 
sent of the chief resident of the attending staff. 

If the patient is in labor, she is to be prepared 
at once. : 

Patients awaiting delivery, not actually in labor, 
shall have: (1) regular diet unless contraindi- 
cated; (2) specimen of urine and blood pressure, 
upon admission and once a week thereafter. 

Upon admission, every patient must be given 
a Wassermann test. Should the first test prove 
positive, a second will be required immediately. 
The intern shall take vestibule and vaginal 








Vol. XXV, No. 4 


smears that will be used in laboratory analysis. 

Inquire as to colds or infections at home. Re- 
port any vaginal discharge to intern. Give com- 
plete perineal shave, and scrub with green soap 
and water, the area from the umbilicus to the 
knee. Give soap suds enema, if approved by house 
officer, and repeat every eight hours until deliv- 
ery. Apply tincture of iodine (three and one-half 
per cent), or one per cent mercurochrome, to the 
area extending from umbilicus to knee. Patients’ 
hands should be disinfected with five per cent 
lysol solution. 

When possible, vaginal examinations are to be 
avoided. When necessary, the patient must be 
prepared as for delivery. When thus prepared, 
a catheterized specimen must be obtained. The 
nurse must notify the house officer immediately 
after the rupture of the membranes and he must 
make a vaginal examination unless he knows that 
the presenting part is engaged. 


Delivery Room Technic 

Contents of the obstetrical bundle: 

Abdominal binder with 18 safety pins 
2 cord dressings 

Applicators 

Gown, powder puff and towel 
20 towels 

2 small sheets 

Absorbent cotton 

Basin set (obstetrical) 

1 placenta basin 

1 soap basin (kidney) 

Sterile diapers 

2 baby binders 

6 “V” pads 

48 4x4’s 

4 large pads 

2 stockings 

Baby blankets 

2 large basins 

1 oil basin (small, round) 

1 pitcher (2 quarts) 

The patient is placed on the delivery table and 
sterile pad. The doctor then scrubs his hands 
for ten minutes, if possible, cleaning finger nails 
under running water. He then puts on sterile 
gloves and proceeds to prepare the patient. Us- 
ing a sponge and forceps, he should apply three 
and one-half per cent iodine to the abdomen, 
thighs and perineum, in the order named. In 
applying the iodine to the perineum he starts at 
the mons and goes downward to the anus. He 
should never go back over the field with the same 
sponge. 

The doctor separates the labia with the uncon- 
taminated left hand while the assisting nurse 
cleanses the parts with a pitcher douche of two 
quarts of one-half per cent lysol solution. 

A sterile pad is placed under the buttocks; the 
legs are draped with sterile lithotomy stockings; 
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a sterile sheet is put under buttocks and over end 
of table, and another sterile sheet is draped over 
the abdomen. 

Pituitrin and credé may be used if the placenta 
has shown no signs of delivery within thirty min- 
utes after the infant is delivered. The placenta 
is sent to the laboratory for microscopic exami- 
nation when further investigation is necessary. 

After the delivery of the placenta the perineum 
is thoroughly inspected for lacerations, and, if 
any are present, these should be repaired imme- 
diately. The patient should then be thoroughly 
washed off with warm, sterile water; a sterile pad 
should be applied to the vulva, and the patient 
returned to the ward. 

After the infant is delivered, a fresh sterile 
pad and sterile towels are put under patient. 
Pituitrin (14 cc.) is given. The infant’s eyes are 
treated with fresh silver nitrate solution and 
irrigated with normal saline. 

The vernix is removed from the portion to be 
covered by the cord dressings and binder by rub- 
bing with oil; the cord dressing and binder are 
then applied and left undisturbed for five days. 
After the binder has been applied the infant is 
placed in a sterile blanket in a crib. 

A sample of blood is taken from the cord and 
sent to the laboratory for a Wassermann test. 

The infant is weighed, measured, oiled and 
invested with name necklace, as soon after deliv- 
ery as possible, and then sent to the nursery. 
Every baby must be thoroughly examined by 
the attending doctor before leaving the delivery 
room. 


Postpartum Treatment 


All patients are to be watched constantly dur- 
ing the first hour postpartum. The uterus is pal- 
pated frequently and the vulva inspected every 
few minutes for hemorrhage. All enemata and 
morning irrigations are to be given before bath. 
Patients are to have baths twice a week; oftener, 
if possible.. External irrigations are to be given 
every four hours with one-half per cent solution 
of lysol. All patients should void in twelve hours, 
if they go longer, the house officer should be 
notified. A soft diet is needed for two days, and 
full diet with fluids thereafter. No patient is to 
be allowed to walk on the first day up, but some 
may be allowed to be out of bed, if the doctor so 
orders. 

Any temperature over 100 degrees F. should 
be reported to the house officer and instructions 
received. 

Nipples should be treated aseptically and kept 
covered, when the infant is not nursing, with 
sterile, heavy oil paper. 


THE MODERN HOSPITAL 309 


Before nursing, the nipple is sponged with 
sterile boric solution. If the breasts are painful 
or enlarged, the house officer may order pumping. 
For temperatures with pain in the breast, the 
house officer may order saline cathartic and an 
ice bag to be applied to the breast unless contra- 


indicated. 


Records 


All labor operation and physicar examinations 
are noted on the chart, making certain that all 
blanks are filled with data concerning previous 
labors and pregnancies. All obstetrical opera- 
tions are to be written in as surgical procedure. 
In every case a complete summary of the case, in- 
cluding duration of labor, time of delivery, deliv- 
ery and all other pertinent information, must be 
made in detail. Charts will not be approved unless 
they are complete. 

Clinical notes will be made on all abnormal 
cases and will be appended to the patient’s chart. 
Laboratory records must be included before the 


chart is complete. 





A DAILY FLOOR REPORT 


So that a complete check can be made at the office, one 
of the large Chicago hospitals has a system of morning 
reports made by the nurse in charge of each floor. These 
reports, sent down promptly, contain the exact status of 
all wards and their condition. All vacant rooms and 
ward beds must be reported. Herewith is shown a report 
as it is received: 





THE PRESBYTERIAN HOSPITAL 
MORNING REPORT OF VACANCIES 
To be filled out and sent to the Business Office by 
Nurse in charge of floor. 

Date 8-25-25 Floof “Ee” 
Note:—All vacant rooms or ward beds must be re- 
ported, regardless of their condition, classified as 
follows: 
Rooms or ward beds that are ready for patients: 


Rooms or ward beds that should be washed, 
painted, held for airing, or that lack equipment: 
COON ccccccvesstgectocvcaneséesvensedsess 


Rooms or ward beds that may be vacant today: 
(Indicate probable time.) 


eeoececeeeoeeeeee sess eeeeeeeeseeeeeeseeeeeee 


Signed D. Matthews. 
Notice:—Internes, nurses and employees are for- 
bidden to give information as to rates, when or 
where vacancies may occur. All such inquiries to 
be referred to room clerk’s office. 
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EVADING RESPONSIBILITY FOR | 
EDUCATION 
URING the past few years a new concept 
1) of hospitals has developed in this coun- 
saehiens HOSPITAL try. No longer do we feel that a hos- 
pital can be an isolated structure that exists for 
the exploitation of a few surgeons; nor does its 
The Modern rs Publishing Co., mission end with the care of the sick and suffer- 
OrHo F. BALL, M.D., President ing who chance to seek relief within its walls. 
3 ‘ Today we have a broader idea of the hospital as a 
22 East Ontario Street Chicago, Il. leader among the social agencies of the com- 
‘ , munity. It is beginning to feel this responsibility 
JOHN A. McNamara, Managing Editor by extending its facilities for the benefit of all 
eR lett Retinne practitioners of the community and by its co- 
andes —s operation with other welfare agencies in the pro- 
gk g ky motion of clinics and health movements. But 
ASA S. BACON, : nowhere is the responsibility of the hospital better 
tT oR G "Seosaiet — defined than in its educational function of train- 
Alameda County Hospital, San Leandro, Cal. ing nurses and interns. 
. a et Geneient At a recent convention of hospital executives 
H. L. Eason, C.B., C.M.G., M.D., M.S., the superintendent of a seventy-five bed general 
Ss. 7 iin 2D. — hospital remarked that his hospital did not main- 
Re — omen . M. York. tain a nurse training school because the institu- 
Asso. Din, heasten” a ef Surgeons, Chicago. tion had found that it was more economical to 
», 5 Waserm, a? gee employ graduate nurses. He further commented 
ae that the drudgery usually delegated to student 
Associate Editors nurses was handled to better advantage in his 
Ernst P. Boas, M.D., Sal hospital by other employees. 
Seiten 2D. a ee om The remarks of the superintendent are of two- 
Barnes Hospital, St. Louis. fold import as an expression of the narrow and 
Ng unsocial attitude of too many hospital executives, 
MICHAEL M. Davis, JR., PH.D., and of the wrong idea of the raison d’etre of hos- 
ann Eg haar oo pital training schools. From his remarks, it is 
Philadelphia General Hospital, Philadelphia. evident that the superintendent looks upon the 
yt gy ag ng rT hospital as a sort of commercial enterprise and, 
NATHANIEL W. Faxon, M.D.., perhaps, feels that its success is measured by the 
<< absence of a deficit or by the size of the total 
7 East 54th Street, New York. on the credit side of the ledger. His attitude is 
ya & P-L New York. typical of a number of conservative superinten- 
C.FLoyD HAVILAND, M.D. Mee dents and trustees who sidestep the pleas of their 
ss. | department heads for needed facilities and refuse 
Bh ay General Hospital, Montreal. to permit their institutions to grow by .the addi- 
pe Ty al ne Ey ltl tion of new departments, because they are afraid 
F. C. Smiru, M.D., that the expenditure entailed will jeopardize the 
Chief of the Hospital Division, U. S. Public Health . . s “ * + 4s ” 
Service, Washington, D. C. hospital’s standing as a “paying proposition. 
es See These men forget that the success of the hospital 
C. W. Muncer, M.D., is not measured solely in the terms of dollars 
May —clasagy Valhalla, N. Y. and cents, but rather in the terms of service to 
Brooklyn Hospital, Brooklyn, N. Y. the community. 
Wate C. query s, MD. jon It happens that this superintendent’s hospital 
Lewis A. feo M D. at is of sufficient size and its services are such that 
Georce F. STEPHENS. M_D.. it could and should maintain a nurse training 
Winnipeg General Hospital, Winnipeg. school. It is the largest hospital within a radius 
of several hundred miles and as such should feel 
Leia ee that it owes its community the opportunity of a 
TV nurse training school. Doubtless there are many 
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young women in the community who wish to 
enter the nursing profession, but are financially 
unable to attend a training school in one of the 
larger centers or in one of the university schools 
of nursing. This hospital could well afford to 
extend its educational facilities to these people. 

The other point made by the superintendent, 
namely, that other help can do the drudgery that 
is performed by student nurses in other hospitals, 
discloses the prevalence of the old apprenticeship 
idea of the student nurse. Some non-progressive 
hospital executives still cherish the idea that the 
student nurse exists for the benefit of the hos- 
pital, to learn as much as possible about nursing 
while relieving the institution of menial work for 
a period of two or three years. 

This concept of hospital training schools for 
nurses is diametrically opposed to that which sees 
in the school of nursing the fulfillment in part 
of the hospital’s educational responsibility—a 
thing now regarded by forward-looking superin- 
tendents and boards of trustees as one of the 
functions of the modern hospital. 








WHAT THE HOSPITAL OWES 
POSTERITY 


HE hospital shall teach. Whether by planned 
T measures or accidental circumstance all the 

lessons of right living range themselves in 
orderly fashion around the daily doings of the 
hospital. 

Eugenics, that fine art of perpetuating the best 
of human qualities and training out or weeding 
out undesirable factors, is particularly to be fath- 
ered by the hospital. The hospital comes in 
intimate contact with the secrets of the human 
heart. It receives many confidences and it is in 
a position to collect genealogical data regarding 
the community. It learns who should marry. 
What is more important, it knows who should not 
marry. It has infinite opportunity to advise pros- 
pective candidates for matrimony regarding he- 
redity, matrimonial selection and the great value 
of mental and physical soundness. 

To this information the knowledge necessary 
in order to advise intelligently is easy enough 
to add, through a little conscientious reading. The 
babies born in the hospital give the nurse a splen- 
did opportunity to impress upon the mother’s 
mind the kind of eugenic training which she 
should give the child. The frequent calls made 
upon hospital superintendents to address com- 
munity meetings, neighborhood associations and 
parent-teachers’ leagues offer a fertile field in 
which to sow the seed of eugenic knowledge. 

Hospitals are overlooking a very useful func- 
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tion in connection with their work as community 
health centers in that they are doing nothing to 
spread an understanding of eugenics. The im- 
provement of the human race must be made by 
the human race. Chance cannot be depended 
upon to improve human stock. It cannot be ac- 
complished by legislation. Each individual, by 
selection, determines exactly what his contribu- 
tion to the race is going to be. Let the hospital, 
then, enforce the truth that each person is 
charged with responsibility for the improvement 
of our economic structure, social habits and ideals. 
Let the hospital do its part in the only way that 
anything lasting in this direction may be accom- 
plished—through education. 








HOSPITALS AND VENEREAL DISEASE 
CONTROL 


EQUENT reference has been made in these 

columns to the functions of hospitals as com- 

munity health centers. Some hospitals have 
as yet failed to take very much interest in this 
problem, while a few have entirely neglected any 
work of this kind on the ground that hospitals 
should be agencies of cure and remediation rather 
than of prophylaxis and prevention. One spe- 
cific part of the public health program in which 
hospitals could and should actively engage in is 
the control of venereal diseases. In no particular 
is there a greater opportunity to do educational 
work and certainly in the treatment of the ve- 
nereal infections much may be accomplished if 
the work is thoroughly done. Someone has said 
that mental hospitals are filled with syphilitics 
who have been badly treated. Certainly if the 
hospitals insisted upon accurate, careful and ade- 
quate treatment of syphilis many cases of cerebro- 
spinal lues would be prevented. 

The U. S. Public Health Service, both during 
and since the World War, has done a magnificent 
work through the efforts of its venereal disease 
division. It is largely responsible for the broad- 
casting of the message of the venereal diseases 
and for the awakening of the people of the United 
States to the actual and potential dangers that 
the continuance of these diseases constitutes. The 
Public Health Service has done much to stand- 
ardize the methods of treatment and prophylaxis. 
It has done a splendid work in the education of 
the general public and in the enlistment of the 
cooperation of the medical profession. It has 
secured wise legislative enactments by states and 
has established many clinics and other facilities 
for the treatment of the indigent venereal dis- 
ease patient. 

It is believed that this work should not be 
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allowed to stop and that it should be enlarged 
up to the point of giving to the states the maxi- 
mum assistance and stimulation so that eventually 
they may be prepared to do this work for them- 
selves. 

As for the hospitals, they should be the centers 
from which the general public receives education 
regarding this gigantic problem, and to that end 
not only hospital superintendents and the medical 
staff, but also all nurses and other persons com- 
ing in contact with the sick, should be educated 
to the point that they will assist in performing 
this valuable function. Here is a piece of work 
and a responsibility that the hospital] field should 
and must meet at once. 








TALKING IT OVER 


N THIS column last month we talked about using the 
facilities of hospitals for periodic physical examina- 
tions. Our comment brought many letters from readers, 
one superintendent writing: “Why not make our hospitals 
health inventoriums where folks, not necessarily sick folks, 
can have their physical assets and liabilities determined?” 
Other letters mentioned that the utilization of the hospital 
as the natural health center of the community would make 
more friends, permit the institution to broaden its service, 
build further good will and bring additional income for 
new work. Of course, our hospitals must always be ready 
to repair the unavoidable injuries of life, but more and 
more it has become apparent that they must take leader- 
ship in the prevention of those ills that the intelligent ap- 
plica‘ion of current knowledge may forestall. 


* * * * 


R. CHARLES H. MAYO’S recent comment on these 

“health audits” is very much to the point. He says 
that they constitute the only way of discovering incipient 
disease before the individual realizes that anything 1s 
wrong. Therefore, it becomes the responsibility of hos- 
pital and health workers to engage in this work. How 
important it may become is suggested by the fact that in 
the sixteenth century, man had an average life of but 
twenty years, which today, the average span is fifty- 
eight. Not only will longevity be promoted through such 
safeguarding of the human machine, but the effect of this 
work on hospitals would develop many interesting eco- 
nomic aspects. 


us * * * 


NOTHER function of hospitals in the future will have 

to do with eugenics, and we should read and talk 

about this subject some phases of which are discussed in 
the pages just preceding. 


bg * x 2 


PROPOS of preventable noises in the hospital, this 
comes from one of our readers in the south: “Here 

is a little incident from this hospital that well illustrates 
the point that even a sick man sometimes has a sense 
of humor. A floor nurse noticed that whenever she went 
into the room of one of the patients he reached for his 
pencil and pad, presumably, as she thought, to make a 
sketch of her face. Naturally her vanity was pleased and 
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blithely she asked: “And so you are an artist?” “No,” 
was the reply, “I’m a designer of door silencers.” 


* * * 


HIS October becomes an important month for hospital 
people. In addition to the annual conference at 
Louisville composed of the American Hospital Associa- 
tion, the Protestant Hospital Association, the Hospital 
Dietetic Council, the American Occupational Therapy As- 
sociation, and the American Association of Hospital So- 
cial Workers, there is the meeting in Chicago of the Ameri- 
can Dietetic Association, and the Congress of the Ameri- 
can College of Surgeons in Philadelphia, which presents 
a special hospital program. 

The spirit of these conventions should be such as to 
insure unhampered exchange of thought. It should fos- 
ter the desire to talk things over, for thus will there be the 
greater benefit. It has been said that frequently the 
programs of these associations are overcrowded with 
formal papers, and again too frequently these papers are 
by the same persons who held the stage the year before 
and the year before that. 

All of us should take a more active part in these meet- 
ings and should give to others the benefit of our ex- 
‘perience. For instance, those in charge of the smaller 
institutions through necessity develop short cuts in tech- 
nique, improvised equipment and new methods and pro- 
cedures. Others should know about these so that they 
may benefit. The hospital field is made up of institu- 
tions of all sizes, and the experiences and achievements 
of even the smallest may be very profitable to others. 


beer about what makes up this hospital field— 
do you know how really big it is? You know that it 
is big in its purpose, that it is distinguished in its aims, 
that it is influencing the well-being of the public as no 
other agency. But have you ever thought about the vast 
significance of the hospital as a national institution? Let 
us talk about it in this vein because it comes close to all 
of us. 


ms 


E WILL appreciate the magnitude of this hospital 

field the better if we think of it as a gigantic city 

of more than 1,250,000 population. Did you ever stop and 

think that yesterday, today and tomorrow—every day— 

the combined census of patients and personnel of the hos- 

pitals of our country is greater than the total population 
of the city of Detroit? 


HEN there is the turnover of patients. You know this 
is in your own hospital, but have you ever thought 
of it in terms of all of the hospitals of the country, and 
what this turnover means in the course of a year? Doesn’t 
that help us in visualizing how close hospital service is 
to the people in practically every home? More than ten 
millions become resident hospital patients every year; 
while in addition somewhere between seven and eight 
millions are taken care of in out-patient departments, 
making more than 29,000,000 visits. Impressive figures, 
are they not? 


* 1 


ND they become more impressive when we realize that 
only within the past few years has the “hospital 
idea” taken deep root in the minds and hearts of the 
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American people. How great the influence may become 
depends on all of us who are fostering and directing 
its growth. And to give us further evidence of its hold 
on the public, only fifty years ago there were but 149 
hospitals, while today the total is close to 7,000. Is not 
this tremendous development significant of the future? 


3 * * ok 


N ADDITION to expansion of facilities to meet urgent 
needs, there is constant pressure to rebuild and mod- 
ernize so that our institutions for the sick will be fire- 
proof and sanitary. Eventually those which cannot be 
operated on an economical basis must be replaced, just as 
are industrial plants. Thus, we know there must be new 
hospitals, more hospitals, and better hospitals, both to 
meet the present demand within our cities and as a solu- 
tion to the problem of rural health service. 


* * * * 


OES not this mean increasing opportunities for those 
who have the background of experience in admin- 
istering hospitals efficiently? Surely it means that this 
work will be broadened, and the public that is served 
will more and more recognize the dignity and accomp- 
lishments of that relatively new profession of hospital 
administration. 
3 * * oo 
AST month we mentioned that a by-product of im- 
proved hospital service in any community is a more 
basic appreciation and acceptance of the “hospital idea” 
by the entire public. Reference was made also to the 
fact that every worth while hospital helps its neighbor. 
Unfortunately in some communities the local hospital 
people live too much apart from one another—they are 
lacking in the interrelationships that should exist for the 
good of the cause. The individual hospitals of a com- 
munity are not isolated units; rather they are links in 
the chain of a complete health service. Coming together 
in the right spirit would ofttimes lead to a better direc- 
tion of growth so that each could accomplish the maximum 
good without an unwarranted overlapping and competition 
of services. 
s ok * * 
T IS only natural for us who are on the inside to think 
more about what the public owes to our hospitals than 
about what the hospital owes to the community. Chancel- 
lor Bowman of the University of Pittsburgh, talking over 
this subject recently, illustrated his passing thought with 
this little incident from the life of St. Francis. It seems 
that on one occasion St. Francis was stopped by a peas- 
ant who inquired: “Art thou Brother Francis?” Being 
answered in the affirmative, the peasant said: “Thy peo- 
ple lay great store by thee, and I admonish thee to be the 
man they think thou art.” 


* * * * 


OLILOQUIZING on this subject, the Chancellor said 
one of the outstanding needs of the hospital today 
is for more human concern, human affection, human love, 
reaching out to the patients in the same way that the old 
family physician gave that love. The family physician 
for the most part gave his patients a high quality of 
scientific service as medicine was known in his day, but 
he gave more than that—he gave a genuine love to the 
people he served and, because he gave that love, he got 
back love from the people and they placed him in an ex- 
alted position. 


2k ok * * 
F COURSE the family physician is rapidly going 
the way of the buffalo, and the public is trying to 
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adjust its traditional reverences for the family practi- 
tioner to the present-day type of physician who too fre- 
quently seems to be a scientific automaton. Not that he 
is that, but progress in medicine has multiplied his re- 
sponsibilities to the point where when finished with the 
mechanistic phases of diagnosis there is scant time at his 
command for human relationships. It is for each hos- 
pital to find the answer in its own resident personnel, and 
no hospital will become truly great in the eyes of the 
public until it gives to its patients a wealth of that qual- 
ity of affectionate concern that is an essential in the care 
and treatment of the sick. 


ca * * ok 


ROM that distinguished public health worker, Dr. 
William Colby Rucker, now in charge of the New 
Orleans U. S. Marine Hospital, we have the following: 


MY HOSPITAL BED 
White, clean and plain 
Gently you bear me wracked with pain. 
Would that I too 
Were gentle, pure and staunch as you. 


ue a * oe 


HOULD we not give more thought to a thorough un- 
derstanding of newspaper psychology? All of us 
realize that the public is impressed with the first state- 
ments that may be printed in. regard to any item of 
news and that it does not take the trouble to read ex- 
planations or corrections that may be made later. Re- 
porters as a class are just as considerate in their dealings 
as are other people, and when treated fairly much of 
the “trouble with the press” is eiiminated. 

At the present time, three eastern hospitals for the 
mentally ill are held responsible for the discharge of .a 
patient who subsequently committed two atrocious mur- 
ders. From a distance, two of these institutions seem 
entirely blameless, but damage has been done to their 
reputations by the adverse publicity of first reports, and 
indirectly this is passed along to similar institutions 
throughout the country. Explanations wil] not undo the 
irreparable harm that has been inflicted, and much of 
this could have been avoided if those in charge had im- 
mediately given to the newspapers their side of the story 
instead of delaying or refusing interviews to representa- 
tives of the press. 


PROBLEM OF MODERATE MEANS PATIENTS 
SERIOUS IN ENGLAND 


The problem of care for the patient of moderate means 
was given a prominent place at the recent conference of 
the British Hospitals Association. It was pointed out 
by several speakers that an increasingly large number 
of persons of moderate means are finding it difficult to 
secure the advantages of recent advances in medicine on 
account of the expense, and that large numbers of the 
middle classes are forced to seek treatment in voluntary 
hospitals with the result that waiting lists obtain inordi- 
nate dimensions. 

The Lancet points out that hospitals in England are 
struggling against financial difficulties and their future 
is problematic unless they can be established on some 
sounder basis than the present one. Among the schemes 
proposed is the extension of wards to pay patients. 
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PURCHASING PREVAIL 


AMONG HOSPITALS? 


merits of purchasing through cooperation. Much 
has been said and printed on both sides of this in- 
teresting problem, especially during the past three years, 
but only a few conclusions have been reached that are 
of value to hospital superintendents in determining future 
policies. Obviously, a question as important as this de- 
serves thorough consideration and a close study before 
any experimentation is launched. 
The theory of cooperative purchasing means that basic 
supplies for a majority of the hospitals of a community 
will be bought through one 


[) merits ot arises, from time to time, regarding the 


ferent from that of most cities. Hospitals in that city are 
financed in an unusual manner and are ably administered 
by superintendents having a good business sense. That 
these superintendents are of broad vision has been well 
demonstrated by the fact that on more than one oc- 
casion they have been able to get together and to co- 
operate. In addition to these facts no effort was spared 
to get the best possible purchasing agent, a man who had 
intimate knowledge of modern purchasing methods and 
the ability to apply them to hospitals. This type of man 
is exceptional and the hospitals of Cleveland were indeed 
fortunate in securing his 
services. Then, coordination 





a purchasing agent. The 
aim is to secure lower prices 
through quantity buying, to 


stocked market, storing 
against probable needs, and 
to eliminate duplication of 
effort by the various hos- 
pital buyers. 

Cases may be cited where 
apparently considerable suc- 
cess has been obtained by 
purchasing basic bulk com- 
modities through a central 
purchasing agency. Per- 
haps the outstanding ex- 


seriously considered 
proves expensive. 





To Buy or Not to Buy in Bulk 


take advantage of an over- HETHER the advantages to be gained by 

W the pooling of hospital purchases outweigh 
the disadvantages of this system is a debatable 
question. Both methods have staunch support- 
ers and many are the points to be considered. 
Cooperative buying is by no means a new idea, 
being one of the oldest socialistic principles, but 
it is new to the hospital field and therefore to be 
before experimentation 


with the Hospital Bureau 
of Standards and Supplies 
also aided the council. 
Cities smaller than Cleve- 
land would in all probabil- 
ity find that, provided they 
were able to secure the 
services of a _ purchasing 
agent of the same calibre, 
the expense per purchase 
would increase on account 
of the cost of overhead 
which would not diminish 
perceptibly, whereas the 
number of purchases would 
be lessened to a consider- 
able extent. In turn this 








ample is that of the hos- 
pitals in the city of Cleve- 
land where a cooperative system of purchasing has been 
used by twenty-one hospitals and allied institutions, sup- 
plemented by some regular and some occasional purchas- 
ing by institutions of the city other than hospitals. This 
condition exists because the purchasing agency, the Cleve- 
land Hospital Council, is an activity of the community 
chest which finances the local hospitals. 

The overhead for 1923 was approximately $20,000, ac- 
cording to an article by Howell Wright, director of pub- 
lic utilities, Cleveland, in THE MODERN HOspPITAL, July, 
1923. During 1922, 20,806 purchases were made. As- 
suming that in 1923 approximately the same number were 
made, the cost per purchase to be charged against over- 
head was a trifle less than a dollar. 

Mr. Wright explains that it was learned in Cleveland 
that by not taking advantage of cash discounts both the 
buying power of the institution and the council were im- 
paired, so that in 1919 a financing fund was provided 
enabling the council to carry hospitals that needed long 
credits. 

The important items purchased by the hospital upon 
specification, as listed in this article, were canned fruits 
and vegetables and meat. Some of the items purchased 
on agreement were gauze, cotton, electric bulbs, electric 
fans, typewriter ribbons, carbon paper, soap and the re- 
pairs for surgical instruments. Later a limited amount 
of drug purchases were made through a rather unique 
arrangement of tests with Western Reserve University. 
The average net saving has been about 10 per cent to 
the hospitals. It has been authoritatively stated that no 
savings have been realized for two of the largest hospitals 
of the Cleveland Council. 

It is admitted that Cleveland presents a problem dif- 


would mean that the net 
savings would be considerably less than the 10 per cent 
quoted for Cleveland. 

Cities of the same size with hospitals financed as well 
and administered as ably, would be hard to find. As the 
size of the city increases, cooperation between hospitals 
on such subjects as general purchasing is apt to decrease. 
In cities where hospitals have to be given long term 
credits, because of the lack of financial backing, either 
a substantial fund must be provided, such as was found 
necessary in Cleveland, or the major portion of this cash 
savings must be lost. 


Local Bulk Articles 


It has been found that the most success lies with the 
purchasing of general bulk articles or local articles such as 
ice, coal, vegetables in bulk, meats of certain varieties, 
common -needs where quality does not vary, and every- 
day necessities such as_the ordinary electric light bulbs of 
standardized size and other similar commodities. With the 
exception of vegetables and meats it may be found that 
the margin of profit is so small that dealers, jobbers and 
manufacturers are unable to give discounts large enough 
to be considered important. 

There are, however, other phases to be considered than 
the monetary saving to be realized. Personal preference, 
individuality of hospitals, loss of contact with salesmen 
and manufacturers who have valuable ideas to impart, 
the danger of substitution and the introduction of in- 
ferior qualities, are all questions of vital importance to 
hospital administration and should receive serious con- 
sideration as against the possible saving of 10 per cent 
or less. Unconsciously we are made customers through 
confidence in the house whose trade mark we have come 
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to accept as an assurance of high quality products. 

Some of the essentials for success of cooperative buying 
in Cleveland, as reported by Mr. Wright, are: Volume of 
business at the command of the purchasing agent; ac- 
ceptance of the recommendations of the purchasing agent 
and his associates as to what to buy, what not to buy, 
and when to buy; whole-hearted confidence in the cen- 
tral agency; joint anticipation of wants, adequate store- 
room space and continuous inventory. 

It will be apparent to most hospital superintendents 
that this is what may be termed “a rather large order.” 
The storeroom space alone presents a problem to most 
hospitals. The willingness to intrust purchases to an- 
other, while the responsibility of these will still rest with 
the superintendent who will report to his board of trus- 
tees, is to be thoroughly considered. The joint anticipa- 
tion of wants will be the test of 100 per cent cooperation, 
and the continuous inventory, while always desirable, will 
mean an added burden to the storekeeper and possibly 
an expense for additional clerical help. 

It is scarcely probable that any superintendent will 
turn over his purchases of scientific instruments and equip- 
ment, laboratory supplies, or other commodities of per- 
sonal choice to a central purchasing agent whose ability 
in evaluating these lines must, of necessity, be limited 
because of the enormous variety of items in which he 
deals. 

In speaking of the purchasing of drugs Edward Spease, 
dean of the school of pharmacy of Western Reserve Uni- 
versity, says: “Drugs should be bought from a firm that 
has a conscience. The physician should know when he 
uses a drug that it has passed through competent hands 
and that it is just as labeled.” 


Taking Chances With Drugs 


Would any of us willingly accept a non-identified ether, 
digitalis, arsphenamin, thyroid substance or other potent 
drug in lieu of a product that comes from a laboratory 
backed by years of distinctive service? 

Dietitians have definite ideas of food values and their 
choice of gelatins, diabetic foods, bran products, cereals 
and many other commodities comes under the head of 
personal selection, founded upon years of experience, and 
could not be left to a central purchasing agent. 

Coffee has been mentioned as one of the commodities 
that can be purchased cooperatively. It probably can, 
but it is doubtful if it would be of the same quality and 
flavor as that which has received the careful considera- 
tion of the merchant who blends his product to meet 
the known taste of a regular customer. Again, per- 
sonal preference enters into the decision of what to buy. 

Superintendents would be loath to accept kitchen equip- 
ment on the recommendation of a purchasing agent who 
did not know both the requirements of the particular 
hospital and the merits of the equipment. Different 
equipment has different advantages the virtues of which 
apply to special needs. One make of dishwasher would 
not be suitable for all hospitals. 

Again, the question of “trusting” the central purchas- 
ing agent with these matters comes in. If the super- 
intendent and his staff feel that nothing is sacrificed 
by leaving the matter entirely up to him, that the require 
ments of the hospital will be taken care of with the 
same amount of interest as if they attended to the mat- 
ters themselves or supervised them, and that the agent 
is wholly competent to make all kinds of purchases with 
a fine discrimination of individual needs, and that less 
than 10 per cent saving will compensate for this loss 
of personal touch, action should be taken accordingly. 
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Modern civilization is predicated upon confidence. Mod- 
ern industry has reached its present development because 
of confidence. More and more it is the custom for hos- 
pitals to become clients rather than merely casual custom- 
ers of responsible concerns. None of us would revert to 
the sharp practices prevalent twenty years ago when 
selling was an adventure and buying was a gamble. 
“Caveat emptor” is no longer the rule of barter. 

An interesting fact is brought out in an article by 
John C. Dinsmore, purchasing agent of the University of 
Chicago, in the July 1924 issue of THE MODERN HOSPITAL 
in which he says that cooperative purchasing for the 
fraternity houses at the university did not succeed be- 
cause the fraternity house stewards lacked business abil- 
ity. Advocates of cooperative purchasing for hospitals 
emphasize the statement that on account of lack of busi- 
ness ability of hospital superintendents the system would 
prove successful. 

It has been pointed out, that for a big institution, an 
efficient purchasing agent with the interest of the institu- 
tion foremost will save much money by judicious buying 
without losing any of the individualism of the hospital; 
that there will never be a lack of investigation of the 
merits of goods and comparison will always be possible. 

Hotels Abandon System 

It is interesting to note that the United Hotels Com- 
pany, operating at the present time eighteen hotels, all 
standardized to one set of administration rules and much 
more closely knit than separately managed hospitals could 
possibly be, has abandoned its idea of a centralized pur- 
chasing department and for the past six months each 
hotel has been buying its needs on its own account. The 
exceptionally well systematized purchasing department of 
the company was not the success that was anticipated 
and the saving effected was more than offset by the dis- 
advantages. 

The company operating the Waldorf Astoria, New 
York, the Bellevue Stratford, Philadelphia, the Willard, 
Washington, and several other hotels in the east, has ex- 
perimented with centralized purchasing, but it has been 
abandoned. 

Considerable success has been found in chain store pur- 
chasing where one mammoth warehouse buys and stores 
for as many as 700 retail stores, but this example is not 
comparable with hospitals that have nothing concrete to 
sell, but are in reality consumers as much as the house- 
holder. 

There is much to be said on both sides of cooperative 
purchasing and, indeed, much should be said on both sides 
before any group of hospital superintendents decides to 
experiment. 

An interesting point is raised in regard to the central 
buying of New York State and New York City for public 
institutions. The first year that purchases for institu- 
tions of New York City were pooled a saving of $10,000 
was shown in the purchasing of coffee alone. On the 
other hand, in New York State complaints have been nu- 
merous regarding the supplies furnished. Not only have 
substitutions been made for trademarked articles and 
well known brands of supplies, but the quality of ma- 
terials purchased in bulk, such as rice, prunes and sugar 
has been found to be of inferior quality upon delivery. 

Some of the advantages of cooperative purchasing, as 
seen by Mr. Dinsmore, are: Lower costs secured through 
large quantity purchases; free, profitable and scientific 
use of available substitutes; economy of time by having 
one person purchase instead of several; the gradual 
establishment of standards of quality and standards of 
service; lower costs to manufacturers through more even 
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distribution and an assured market for their products. 

We have already discussed lower costs. The second 
is one of doubtful advantage to a class of institutions 
where the best quality is always desirable and price is 
hardly to be considered at the expense of quality. The 
third advantage is possible when cooperation has been 
perfected and confidence invested in the purchaser. The 
fourth advantage might have its drawbacks in stifling the 
initiative of manufacturers and their engineers in per- 
fecting new and better methods. The last advantage 
would obtain only if cooperative purchasing was general 
throughout the country and one manufacturer in each 
line was able to convince all purchasing agents of the 
superior quality or the lower price. In this case all 
competition might be eliminated leaving the purchasing 
agents eventually at the mercy of the successful manu- 
facturer. 


Disadvantages Outlined 


Some of the disadvantages set forth by Mr. Dinsmore 
are the following: Purchasing functions are delegated to 
a person who may be more expert but whose interests 
are less vital; hospital superintendents lose direct con- 
tact with the market; pool prices may be low because of 
inferior quality or higher than the market price. This 
however, may be checked. The system may be cumbersome 
and expensive; over-emphasis of standardization may 
hamper real progress. 

Cooperative purchasing within limitations and control 
unquestionably offers definite advantages to some hos- 
pitals under certain ideal arrangements, but cooperative 
purchasing carried to the nth degree would have a stulti- 
fying influence upon any institution dependent upon scien- 
tific development. 

When practiced it is probable that experience will show 
that the benefits of cooperative purchasing will be limited 
to the more standardized and non-technical products 
rather than to those into which may enter relative de- 
grees of skill in fabrication or refinement. 

It is hoped that we shall always have men in the in- 
dustries serving hospitals whose effort will be to produce 
a better result that the average, and to insure this con- 
dition there must be present the initiative of individual 
purchasing. 

It is for the hospital superintendent to weigh both 
the advantages and disadvantages dispassionately and 
apply them to his own especial case. 





ESSENTIALS OF AN ACCOUNTING SYSTEM 


An accounting system to be successful must be simple, 
but not meager; the analysis of receipts and expenditures 
should be made with the view to its being interpreted 
easily by all concerned and made interesting to the casual 
reader. The facts should be stated in an orderly manner 
and related items should be so arranged that comparisons 
may be quickly made. A test to which each suggested 
record should be put is, “Is it necessary?” after it is 
discovered that the new data sought are not available 
on other cards or pages. Data should never be compiled 
unless useful or usable, and information when wanted 
should be quickly secured. 

The type of statements required for the economical 
administration of the organization by department, func- 
tion or activity determines the kind of records to be kept. 
The ones considered most useful by the non-profitaking 
institutions are the statements of receipts and disburse- 
ments and the statement of assets and liabilities—-Wm. M. 
Deviny in Catholic Charities Review. 
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PLANS WORLD'S LARGEST NURSING SCHOOL 


The new school of nursing for Mount Sinai Hospital, 
New York, shown below, will, when completed, be the 
largest single structure in the world devoted to the train- 
ing of nurses. It will be fourteen stories high with base- 
ment and sub-basement. It will be erected on the north 
side of Ninety-eighth street and be connected by tunnel 








The fourteen-story training school and nurses’ home being planned by 
Mount Sinai Hospital, New York. 


with the seventeen buildings of the present Mount Sinai 
group occupying the Fifth avenue block fronts between 
Ninety-ninth and One Hundred and First streets, facing 
Central Park. 

The lower part of the building will be devoted to school 
purposes. The upper floors will have accommodations for 
480 graduates and pupil nurses, together with an in- 
firmary, gymnasium and covered roof spaces for out-door 
sleeping. 

Architects for the new building are Messrs. Robert 
Kohn and Charles Butler, with Dr. S. S. Goldwater as 
consultant. The cost of the home, including land, building 
and equipment, will exceed two million dollars. 





COURSE FOR RADIOLOGIC TECHNICIANS 


Marquette University, Milwaukee, Wis., has arranged 
a course for radiologic technicians to cover one year of 
full-time work. The course is being given with the co- 
operation of the Milwaukee section of the American 
Radiological Society and with the approval of the Ameri- 
can Roentgen Ray Society. 
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REDUCING THE LIFE HAZARDS OF THE HELPLESS 
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Seaside Hospital (St. John’s Guild) New Dorp Beach, Staten Island, N. Y. 


By H. Colin Campbell, 
Chicago 


Fire Prevention Week, October 4-10 


the statement: “There are only two classes of build- 
ings where attendance is involuntary—schools and 
jails.” 

The commission might well have added asylums, sani- 
tariums and hospitals, for there are nearly seven thousand 
of these in the United States which house more than 
1,000,000 aged, insane, sick and otherwise unfortunate 
persons. 

While hospitals, strictly speaking, do not have an in- 
voluntary attendance, there are times when to move a 
dissatisfied patient to a more desirable hospital might 
result in serious complications, and, even if the change 
is permitted, the desirable hospitals are often filled to 
capacity, every bed in every ward having an occupant. 
The resident of a house or an apartment can move if not 
satisfied that his surroundings are sanitary and firesafe; 
not so the helpless occupant of a fire trap hospital. 

Few hospitals have taken adequate steps to guard against 
the fire demon. According to the National Fire Protection 
Association more than 90 per cent of the existing insti- 
tutional buildings in this country are of frame or wood 
joisted construction. And the ordinary wood joisted 
building is a potential furnace, with masses of wood, dry 
as tinder, enclosed in oven-like walls. The speed with 
which fire spreads through such buildings is appalling 
and masonry walls add practically nothing to their safety. 

In the face of these serious facts is there cause to 
wonder that fires occur in institutions 300 times each year 
with a toll of 1,500 lives, not to mention actual property 
loss? 


ik THE Wisconsin Industrial Commission is credited 


Revision of Codes [Important Factor 


Some of this enormous loss must be charged to the 
ever-increasing fire hazards occasioned by the advance of 
science in the art of saving lives. The x-ray has con- 
tributed; hospitals equipped with this necessary device 
often store quantities of inflammable materials, such as 
films and chemicals. Elaborate laboratories are now main- 
tained in which research work is carried on with the 
aid of many highly inflammable liquids and materials. 

Add to these the older hazards of the fully equipped 
kitchen, defective chimneys, poorly installed stoves and 
furnaces, defective electrical equipment, spontaneous com- 
bustion in accumulations of rubbish, smoking, and general 
carelessness. The need for means to insure safety from 
fire in hospitals becomes clearly evident. 


In many cities the construction of fire trap buildings 
is the result of laxity of city officials regarding building 
codes. Too often codes are permitted to lag behind the 
great strides made in improving all types of construction. 
The result is that buildings are erected that are a distinct 
fire hazard, not only to themselves but to all buildings 
in the surrounding district. 

Revision of building codes in all cities to meet the re- 
quirements of advanced construction practices will do 
more than anything else to reduce the fire trap construc- 
tion now prevalent. 


Lack of Precaution Noticeable 


In this connection, a word about Fire Prevention Week 
is not amiss. The entire country has set aside October 
4 te 10, 1925, for the purpose of promoting fire-resistive 
construction everywhere. More than 140 large industries, 
working as the National Fire Protection Association, use 
the occasion to instill in the minds of the public the great 
necessity for building “so it won’t burn.” Previous years 
have shown excellent results from the concentrated efforts 
of this one week, but like Apple Week, Good Health Week, 
Clean-up Week and other weeks, the results are of short 
duration and the general public quickly forgets. 

This week devoted to fire prevention, however, is an 
excellent time for cities with antiquated building codes 
to start a move toward revision so that their codes may 
be brought into harmony with modern standards of con- 
struction now found in cities that have kept pace with 
construction improvements. 

The terrible effects of fire trap construction as ex- 
emplified in the fire of February 18, 1923, at the Man- 
hattan State Hospital, Ward’s Island, N. Y., bring before 
us the necessity of building hospitals that are safe from 
fire. This institution contained over 6,000 inmates and was 
one of the largest of its kind in the world. The main 
structure, in which the fire occurred, was fifty years old 
and so built as to facilitate the rapid spread of fire. It 
had accommodations for 2,200 patients and housed about 
1,600 when the fire occurred. 

As is the case in thousands of hospitals, when the 
fire started the fire-fighting equipment was inadequate and 
the flames ate through the tinder-like building in a very 
short time. An “all out to breakfast” alarm succeeded in 
calling the majority of the patients to the dining room 
where they were safe, but the falling of a large water 
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tank through the roof blocked 
the only corridor exit and 
twenty-two patients and 
three attendants were burned 
to death. Two others died 
from exposure to extreme 
cold. 

The fire had been foreseen 
by the superintendent, who 
had repeatedly endeavored to 
obtain additional fire-fighting 
apparatus and_ sprinklers. 
When the fire was discovered, 
the attendants fought it with 
the utmost energy and brav- 
ery. Through their efforts 
most of the patients were 
saved. But at what cost! 
Three gave their lives to save 
the patients and twenty-four 
patients succumbed. 

When it is considered that 
firesafe construction, coupled 
with adequate fire protection 
would have prevented this 
catastrophe, it is not easily 
understood why thousands of 
similar institutions through- 
out the country are permitted 
to house their inmates with 
the same lack of precaution 
shown at Ward’s Island. 

Hospitals, like other build- 
ings, can be built firesafe. 

Vital features necessary in 
modern hospital construc- 
tion are protection against 
fire, tornado and earthquakes. The building must be easy 
to keep clean, light, healthful and comfortable. It 
should not be subject to depreciation nor require heavy 
maintenance expenditures. It should add to the permanent 
wealth of the community in which it is located; architec- 
turally it should promote community pride. And _ it 
should be low in ultimate cost. Every locality presents 
a different problem of construction and care should be 
taken to capitalize fully the natural advantages offered 
by the particular locality under consideration. 

Firesafety and permanence are the two most important 
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features to be considered in 
hospital construction; with 
these assured the others are 
a natural sequence. Concrete 
has been used more and more 
in recent years to achieve the 
type of hospital buildings de- 
manded. 

This material is recognized 
as best adapted to fire-re- 
sistive construction. It is the 
last word in fire protection. 
In a properly planned hos- 
pital where concrete has been 
consistently used throughout, 
fires of dangerous propor- 
tions are practically impossi- 
ble. Numerous cases are on 
record where fires, threaten- 
ing serious consequences, 
were confined to the room of 
their origin by concrete tile 
or gypsum tile floors and 
walls of the same materials. 

Almost as numerous are the 
instances where a _ concrete 
building has acted as a fire 
barrier in stopping the 
spread of fires. 

Firesafe construction does 
not mean the highest cost of 
construction. It is not the 
first cost, but the ultimate 
cost that counts. Ultimate 
cost includes first cost, main- 


tenance, insurance, interest 


Louis, Mo. 





Adler Sanitarium, San Francisco, Calif. 


on first cost and depreciation of the building as a whole. 

With the concrete hospital first cost might be as much 
as 10 or 15 per cent higher than first cost with less 
enduring and less firesafe construction, yet in a very few 
years the savings on insurance, maintenance and deprecia- 
tion more than offset the original difference and prove 
that the investment in permanent, firesafe construction 
was a wise one. 

Insurance is sometimes not carried on a concrete build- 
ing. This is not serious for concrete provides the highest 
type of firesafety and the saving can be credited to the 
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excellent choice of construction. Depreciation of vital 
structural parts that cannot be reached for repair or 
maintenance proceeds on all buildings unless such parts 
are of a non-depreciating material. Depreciation as well 
as insurance is negligible in concrete construction and 
the savings over a number of years soon offset any in- 
creased first cost. 

In hospital construction especially, the following fea- 
tures must be assured in assembling the materials for 
construction: 

(a) Thorough and complete protection from fire of 
any steel members used to carry loads. 

(b) Floor construction of incombustible materials 
which will resist fire of 1,700 degrees Fahrenheit for four 
hours. 

(c) Roof construction equal to that of floor construc- 
tion. 

(d) Dividing partitions of fire-resistive or incom- 
bustible materials. 

(e) Important vertical openings, such as stairways 
and elevator shafts, enclosed with construction for four- 
hour fire resistance. 

(f) Standard fire doors on all openings in fire walls. 

(g) Wainscoting, framing and trim of all doors and 
windows, as well as doors, of metal. 

Concrete, concrete or gypsum tile, meet all the re- 
quirements set forth. Extensive tests conducted in various 
laboratories have proved the fire-resistive qualities of 
these materials, and their permanence is proved by the 
great number of such buildings which have been in use 
for years without change of appearance. 


Concrete Construction of Proved Value 


The requirement that hospitals be clean is well met by 
concrete. Walls and floors of that material provide no 
crevices for the lodgment of filth. The interiors of all 
rooms are easily cleaned and kept clean. The great 
amount of window space required in modern hospitals 
also is easily met with concrete construction, for floor 
loads are transmitted directly or indirectly to columns, 
and bearing walls need not be used; thus the entire space 
between columns and floors may be used to admit day- 
light. The sanitary qualities of concrete construction 
create a good will among patients that makes itself felt 
in the community where the hospital is situated. 

Many people do not like to live in the vicinity of a 
hospital. The same is true of schools and other public 
buildings. With proper architectural treatment of the 
building much of this distaste can be overcome. Archi- 
tectural effects similar to those of any architectural period 
can be achieved with concrete and the resulting appearance 
of the building, whether it be simple or monumental in 
its design, makes it a structure of which an entire com- 
munity can justly be proud. Such a hospital arouses 
community pride and many of the objections voiced are 
overcome by care in planning and construction with fire- 
safe materials. 

In the reinforced concrete design there is a choice be- 
tween beam and girder and various systems of flat slab 
construction. The latter requires less material than the 
former and, in general, actual construction is simpler. 
Methods of designing are fully given in standard text- 
books on reinforced design. Many architects and engi- 
neers now recognize the peculiar advantages of concrete 
and specialize in concrete design and construction, some 
with special effort toward hospital buildings. 

Any of these will be glad to confer with communities 
in which hospital construction is contemplated and their 
counsel will be given after the situation is studied. 
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MOUNT SINAI'S VETERAN TRUSTEE 


For a third of a century Mr. George Blumenthal has 
been an active member of the board of trustees of Mount 
Sinai Hospital, New York. He joined the board in 1892, 
was elected secretary in 1893, vice-president in 1907, and 
since 1911 has occupied the presidential chair. He also 
served for several years as president of the board of 
directors of the affiliated training school for nurses. 

His breadth of view, keen insight, technical knowledge 





George Blumenthal 


of hospital practice, tireless energy, his firm faith in the 
liberality of his associates, and his own stimulating gen- 
erosity, have made him an outstanding figure among the 
honorary hospital executive officers of the country. 

It is as the president of Mount Sinai Hospital that Mr. 
Blumenthal is best known to the hospital world. The 
Blumenthal Auditorium, perhaps the most beautiful hos- 
pital auditorium in the country, is the personal gift to 
the hospital of Mr. Blumenthal and his wife. In the 
hospital’s recent drive for $1,500,000 for a new building 
for the school of nursing, Mr. Blumenthal headed the 
subscription list with a gift of $200,000, and thus insured 
the speedy success of the campaign. 

Notwithstanding Mr. Blumenthal’s many business in- 
terests and his devotion to the American Red Cross; to 
the Metropolitan Museum of Art, of which he has been 
an active director for many years; and to the United 
Hospital Fund, of which he is vice-president, he manages 
to find time for two or three visits to Mount Sinai Hos- 
pital every week when he is in New York. Thus, forti- 
fied with an intimate knowledge of the hospital’s affairs, 
he is able to preside effectively at the regular meetings 
of the board of trustees. 


—— 
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IS YOUR HOSPITAL NAME A HANDICAP ? 
PUBLIC SUPPORT FOR MEMORIALS 


consideration in the establishment of a new hos- 

pital. But the fact that a name may be an im- 
portant influencial factor in the early growth or develop- 
ment of any institution makes it a consideration worthy 
of serious attention. Almost any name, once it has be- 
come well established and firmly fixed in the public mind, 
is an asset beyond calculation. It has been the experi- 
ence of many memorial hospitals, however, that the adop- 
tion of a family or individual’s name is a handicap during 
the early years of the hospital’s life. Many have found 
that the adoption of an individual’s name has an adverse 
reaction on an otherwise 


NN considerstion in is by no means the most important 


Many people felt the name ‘Butterworth’ would be a 
handicap in the public subscription campaign for $500,- 
000—a sum to be matched by a similar gift from Mr. 
Lowe. Many suggestions were offered relative to chang- 
ing the name of the hospital, but no action was taken. 
The fact that we secured not $500,000, but approximately 
$700,000, indicates the folly of such counsel.” 

However, the opposite opinion was expressed in a 
number of letters. Mr. H. E. Bishop, superintendent of the 
Robert Packer Hospital, Sayre, Pa., made this reply: “It 
seems to me a mistake to name an institution for an indi- 
vidual, unless proper provision has been made for endowing 

the institution in perpetuity 





generous public, since the 
name of the institution 
perpetuates the memory of 
one individual who merely 
happened to be the original 


donor. 
Recently the following 
statement came from a 


prominent attorney who is 
president of a _ hospital 
board: “We are contem- 
plating a public drive for 
a certain hospital in our 
city, but we are continually 
met with the proposition 
that, inasmuch as the in- 
stitution bears the name of 
the individual donor, the 
public should not be ex- 
pected to respond to it gen- 
erously, since their dona- 
tions would perpetuate the 
name of the donor. It oc- 
curs to me that this could 
well be answered by inform- 
ing the public that many 
hospitals were originally 
given by an individual, but 


support. 


name. 





The Institution—Not the Donor 


HE prevalence of memorial hospitals through- 

out the country raises the question of whether 
a hospital bearing the name of a founder or 
donor is handicapped in the matter of public 
The fact that a certain individual made 
the institution possible does not signify that the 
building is permanently endowed and that public 
support is not needed. Yet in some communities 
superintendents feel that gifts are not forth- 
coming and campaigns are unsuccessful because 
people do not feel the same responsibility toward, 
or interest in a hospital bearing an individual’s 


This attitude is more apt to exist in the early 
years of a hospital and is of relatively little im- 
portance later when the institution becomes well 
enough established to make a name for itself. 
Opinions based upon the experiences of indi- 
vidual institutions in soliciting support are of 
interest in pointing out the effect of a hospital’s 
connotation upon people of the community. 


by the donor.” 

This impression was sec- 
onded by a superintendent 
from New Jersey who 
wrote: “From a_ general 
point of view, it is always 
a drawback for a hospital 
without adequate funds to 
bear the name of the donor. 
Our appeal for additional 
funds has always received 
a generous response largely 
because our city is small 
and because of the esteem 
in which the original donor 
is held.” 

Dr. Stewart Hamilton, su- 
perintendent, Harper Hos- 
pital, Detroit, expressed the 
opposite opinion in his let- 
ter. “Our old records show 
that the original gift from 
Walter Harper consisted of 
various properties that 
were sold for a sum slightly 
in excess of $36,000. The 
hospital was organized in 
1859, erected in 1861, and 








that later large endowments 

have been received from other sources and that the public 
of those communities feel their obligation to support the 
institution. As our city is not a large one, I am afraid 
that our people, like those of other towns sometimes, may 
take a rather narrow view of perpetuating the individual’s 
name.” 

Prompted by this letter, THE MODERN HOSPITAL wrote 
to a number of memorial hospitals asking if in their 
experience the adoption of the donor’s name had been 
found a barrier difficult to overcome when raising funds. 
Several interesting replies were received among which 
was one from Mr. S. G. Davidson, superintendent, 
Butterworth Hospital, Grand Rapids, Mich., who said: 

“I do not think many communities are narrow-minded 
enough to withhold funds from an institution simply be- 
cause it is named in honor of a person who has made a 
large donation to its erection, especially when that in- 
stitution is giving a service that enlists the sympathy and 
admiration of people of the community. 

“Three years ago we wanted to raise money for the 
erection of a new hospital to replace the old building. 


turned over to the govern- 
ment as a war hospital during the Civil War. I do not 
believe that the name of Harper has in any way affected 
the various contributions. 

Dr. Joseph B. Howland, superintendent, Peter Bent 
Brigham Hospital, Boston, strikes a judicious note in his 
letter when he says: “I feel certain that any hospital 
bearing the name of an individual, its founder, must 
suffer thereby for a period of years from lack of con- 
tributions from other sources. After a certain length 
of time, however, if the hospital has proved its usefulness 
in the community, the fact that the name is that of a 
single individual is forgotten. 

Dr. Louis H. Burlingham, superintendent, Barnes Hos- 
pital, St. Louis, is largely of the same opinion. He writes: 
“I think the association of an individual’s name with a 
hospital may be a handicap in the early days of the hos- 
pital. However, it is my feeling that once a hospital has 
established itself and people feel certain that it is a 
real asset to the community, the name becomes institu- 
tionalized so that the public thinks in terms of what the 
institution represents, regardless of its name. 
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SWEDEN—A LAND WITH GOOD HOSPITALS 


By Olof Z. Cervin, Architect, 
Rock Island, Il. 


COUNTRY in which a large and expensive hos- 

pital building, only thirty years old, is being 

scrapped, where new hospitals are being erected 

in every part and others modernized must have much to 
say to « hospital architect. 

In the course cf a three months’ trip mostly by auto, 

beginning with the far south city of Malmo and extend- 





Approach and gate lodge at Bolenis 


ing to Hudiksvall in the north, I visited ten hospitals 
and four sanitariums. These include various types of 
hospitals from an elaborate pavilion to a type unknown 
to us—the private hospital is an ordinary 
apartment house. 

There is a tradition in Sweden that pa- 
tients’ rooms shall have a southern expos- 
ure, a requirement easily understood in a 
country known for its long winters with the 
pale sun hanging low on the horizon. The 
tradition is pretty well adhered to, with 
the result that the length of the building 
extends from east to west. This involves 
either having a corridor on the north, 
with windows, or placing all the service 
and supply rooms, toilets, stairs and some- 
times day rooms to the north. These rooms 
are more liberally supplied than with us 
resulting in much expense, as in one case 
where a score of patients in a _ recently 
completed building had two large day rooms. 

Wards are small, six beds and some 
times eight in modern buildings, (I saw 
only one with more). They generally 
have a reclining couch in the middle which 
can be used as an emergency bed. 

Private and semi-private rooms are com- 
mon and much in demand, particularly in 
modern examples. But rooms with private 
baths are unknown, not because baths are 
unknown but on account of the universal 
custom of grouping these in the basement. 
Here are found medical, hydropathic, elec- 


Hospital. 


tric, vapor and plain shower and tub baths as well as 
employees’ baths placed under the control of a special 
nurse. 

Except in the largest cities, a hospital is not considered 
complete that does not provide quarters for everyone em- 
ployed, not only nurses, cooks, and maids, but firemen, 
watchmen, gardeners, the head doctor and the assistant 

doctors as well. The hos- 

pital is a_ self-contained 

3 unit under the complete 

control of the head doctor, 

- who is usually a surgeon 

and is always the superin- 

tendent. Sometimes these 

quarters are within the 

main walls of the hospital 

and are complete apart- 

ments or single rooms; 

sometimes they are in 

separate residences within 

the hospital grounds. 

These grounds are en 

closed and at the entrance 
is a gate lodge. 

Hospitals are invariably 
set in parklike surround- 
ings and some sanitariums 
occupy large estates and 
are kept up to a high 
standard. Especially is this true of the newer hospitals. 

In both the older and newer buildings there is not such 
regard for concentration as with us, probably owing to 





Tuberculosis Sanitarium at Romaniis. 
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the low price of labor existing in European countries. 

Recently one of Sweden’s younger architects was sent 
on a special mission to study our institutions and his in- 
fluence is being felt so that time spent in service and 
labor of upkeep is receiving more thought. 

One peculiarity that I noted is the location of the di- 
vision head nurse, in charge of twenty or thirty patients, 
whose bedroom is always in immediate contact with the 
patients she has in charge. The assistants and pupil 
nurses are grouped elsewhere. The idea is to hold this 
nurse responsible for everything in her division, night 
and day. It seems hard on the nurse but does not provoke 
opposition and that is the main thing. 

Nearly all hospitals have clinics, much like ours, with 
separate entrances, waiting rooms, examination rooms, 
x-ray rooms, (radiology is commanding much attention) 
dressing rooms, emergency operating rooms and toilets. 

The common type of hospital in Sweden is the com- 
munity hospital belonging to one of the political units. 
It is therefore state-built and administered and to some 
extent state-supported. Patients in the wards pay a 
small amount, one krone (27 cents) to two kroner; in 
semi-private rooms six to ten kroner and in private rooms 
eight to twelve kroner. 

The head doctor is the superintendent in complete con- 
trol, with assistant doctors according to size of hospital, 
(there are two in Hudiksvall, a hospital of 125 beds) 
and a bookkeeper and manager. The family doctor or 
private practitioner relinquishes all control of the pa- 
tient after he enters this type of institution. 

There are other types of hospitals, some doctors have 
their own and some hospitals are built and controlled by 
religious and charity organizations. 

Then there is, especially in Stockholm, the apartment 
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For patronage it depends chiefly on a small group of 
doctors who refer their patients to it or to some other 
hospital with which they are acquainted. 

Of course it takes only medical cases and as the over- 
head is low the price can be kept low, ten kroner or $2.70 
a day and up for private rooms. This leaves a margin 
of profit. It is queer that other tenants do not object to 
the arrangement; my particular hospital lay in the best 
part of the city with an interesting view where my eyes 
often rested on the most beautiful modern church I have 
seen in Europe. 

The architect will note from the pictures that there are 
few flat roofs. Roofs are often large, broken in various 
ways and of great variety. The style has been handed 
down for generations and is thus quite national. 

It is odd to find these roofs, often with attics under 
them, finished off for sleeping quarters, made entirely of 
wood except for tile covering, although the building may 
otherwise be fireproof, In spite of this custom which 
extends to the very highest grade of building, such as 
palaces, banks and city halls, the destruction by fire is 
small. The attic is only rarely cut off by fire doors from 
the rest of the building as we would expect it to be. 

Tile walls eight feet high are customary in new oper- 
ating rooms unless the entire walls and ceilings are tiled, 
as they frequently are. This is true also in the bath de- 
partment and in kitchens. The doctors prefer a soft gray 
or green in the lower portion of the operating rooms. 

Splendid passage tunnels between the buildings in Karl- 
shamn are finished in a glazed brick. The pipes are in a 
separate service tunnel below this passage. 

Such little refinements as radiators (a light pattern 
made of wrought iron) carried on walls are demanded 
not only in hospitals but in all public buildings and in 

many private ones. 
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The day room at the nurses’ home, Lund. 


type previously mentioned with which I have a more inti- 
mate acquaintance than people generally desire, as I was a 
patient in one for ten days. There I learned to appre- 
ciate three pillows of three different sizes. My par- 
ticular hospital had absorbed three apartments and had 
accommodations for about twenty patients. It is, like 
eight or ten others of the same kind, in the capital city, 
owned and operated by a trained nurse with assistants. 
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Swedish-made _ steriliz- 
ers are of a high quality 
and completely enclosed, 
so there is no cleaning to 
be done under them. The 
sterilized water is carried 
in pipes which are scalded 
with live steam just before 
the water is drawn. 

This brings us to the 
heating which is usually 
carried out by hot water, 
pump driven through pipes 
that look very small to an 
American observer and 
that bend around corners 
as readily as a piece of 
hose. In most hospitals 
there is a supplementary 
high pressure steam sup- 
ply for kitchens and steril- 
izers. This is also used as 
a second source of heat 
for operating rooms. The 
temperature in the homes 
and other buildings is 
rarely kept as high as with us—somewhere between sixty 
and sixty-five degrees. 

The cost of building is high in Sweden, as high as with 
us in spite of the much lower wage scale. Thus the Bol- 
Inés Hospital completed last year cost $565,000, with 
equipment. This includes quarters for all employees but 
the doctor’s residence and two other houses are old struc- 
tures remodeled. 
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A new building in southern Sweden, to accommodate 
one hundred nurses cost $160,000, exclusive of furnishing. 
It has some employees’ rooms. 

Compare this with salaries. A graduate nurse receives 
about $250 a year and board, room and laundry, an as- 
sistant doctor about $1,000 and maintenance, and a head 
doctor about $2,000 with free 
residence, heat and light. These 
incomes, taken from an official 
report, do not seem attractive 
but the competition for the po- 
sitions is keen. 

The profession of nursing as 
well as of medicine stands on a 
high plane in Sweden. It is for- 
tunately popular with young 
girls and attracts them from the 
middle classes. Most hospitals 
have training courses and these 
require the equivalent of our 
high school education as a pre- 
liminary. The courses vary in 
duration from two to three years 
and are exacting. Much of the 
mechanical work required of pu- 
pil nurses in America is done 
by assistants which allows more 
time for real nursing and for 
study. The number of nurses 
per hundred patients is less 
than with us and the hours 
longer. 

There are nurses without spe- 
cial training who take care of 
the helpless and the poor who cannot pay high rates. I 
have seen some of these but do not know their standing 
in the community. My verdict regarding nurses is that 
they are of a high quality, hard working and deserving, 
but rather poorly paid as things go in this life. 

The Swedes in cottages and palaces alike love flowers 
and growing plants, and the severity of hospital halls 
and day rooms is relieved with color and greenery. 

On the other hand the gospel of fresh air is not preached 
as it should be and I found many wards where the win- 
dows are kept closed all night, even in summer. This 





LIGATURES THEN AND NOW 


The ligature had to travel a long road before it was 
established as the best and surest means of checking 
hemorrhage. The first account of the application of the 
ligature for this purpose is given by Susrutas in his Ayar 
Vedas (1500 B. C.). He tied the umbilical cord of the 
new-born infant with a string eight inches from the navel 
previous to cutting it. Celsus (30 B. C.-45 A. D.) applied 
two ligatures to the bleeding vessel and divided it be- 
tween them. When he could not ligate in these cases, he 
advocated the use of the cautery. Aetius (500-550 A. D.) 
ligated for aneurysm, although he used a red hot iron 
to stop bleeding, in the excision of the breast. Kirkland 
(1721-1798 A. D.) asserted that “nothing can more power- 
fully intersect the course of the blood than a ligature.” 
He advised the use of the ligature made of long “twelve- 
penny flax,” with the ends waxed so that it would pass 
through the eye of the needle. Sharpe, a surgeon of 
Guy’s Hospital, in London, suggested the use of the liga- 
ture in 1761. . 

In the early use of the ligature, suppuration was con- 
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fear of drafts extends to trains, waiting rooms, public 
buildings of all kinds, and to the homes where millions 
sleep with doors and windows closed. 

Nevertheless statistics show the Swedes to be a long- 
lived race and a healthy one. Tuberculosis is taking its 
toll, it is true, but there are fewer blind and deaf and 





A six-bed ward at Malmdé. 


dumb and syphilis is less prevalent than formerly. 

The general impression of the hospitals, which are doing 
much for the public, is that they are, first of all, clean 
and orderly; are well built and often of attractive de- 
sign, especially the newer ones; are set in pleasant sur- 
roundings; are well furnished and have equipment up to 
the modern high standard of medical requirements. 
Lastly, those connected with them are not satisfied, but 
look forward to development and progress along all lines; 
they are willing to adopt new ideas that are good while 
holding onto those that are old and tried. 


sidered necessary in order to facilitate its removal, for 
which purpose both ends were brought out of the wound. 
Some surgeons cut off the ligature close to the knot, be- 
fore it was discovered that the ligature, after performing 
its duty, created an irritation and led to the development 
of an abscess. In 1889, Agnew stated that “the knots, 
not being aseptic, act as irritants, retard healing, provoke 
abscesses, and are subsequently discharged from the 
wound. Thus the plan of cutting both ends of the ligature 
close to the knot may be regarded as an unsurgical pro- 
cedure.” 

Philip S. Physick (1768-1837) was one of the early 
users of animal sutures. He used dogskin and chamois 
cut into strips. 

Sir Joseph Lister introduced the antiseptic or aseptic 
ligature. Since his day the same kind of violin string 
gut has been subjected to over one hundred different 
methods of sterilization in the hands of experimenters and 
surgeons. Experimenters for years struggled with the 
problem of sterilizing catgut and keeping it sterile and, 
with few exceptions, failed. 
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OBSERVATION COURSES FOR EXECUTIVES 


By John M. Smith, Superintendent, Hahnemann Hospital 
Philadelphia 


partment heads and supervisors as well as admin- 

istrators. This subject considers the securing of 
practical knowledge regarding the conduct of the various 
departments of a modern hospital by spending some time 
in the departments of other hospitals, dispensaries, and 
allied institutions to observe and study methods. Time 
spent in other institutions will pay big dividends to the 
hospital which, at its own expense, makes it possible for 
its executives to do this. Even though the institution 
with which the observer is connected is a very well-man- 
aged one, many practical ideas will be gathered in other 
places. The value of such observation to young executives 
cannot be overestimated and it is the general feeling 
that older executives also profit by such a practice. The 
hospital which is being observed will also profit, as its 
executives will gather many practical ideas from the visi- 
tor. Two ways of observing will be considered. 

The first and, no doubt the better way, consists of spend- 
ing a considerable time, several weeks or more, in some 
institution, actually working in a department. While 
doing this the student can keep accurate data of methods, 
equipment, personnel, supplies, time required for certain 
processes, amount of work done, costs, and results. This 
data would not only be very valuable to his institution but 
it might prove quite helpful to the administrator under 
whom he is working. If assistant superintendents, de- 
partment heads, supervisors and others should do this the 
result would be a progressive improvement in the service 
rendered at costs that are justified. 


A ae term “hospital executives” is meant to include de- 


Exchange Method of Visitation 


Two hospitals might exchange for a few months the 
heads of a given department. Such an arrangement would 
result in each executive learning the methods of the other 
institution and would broaden both of them and be of 
practical benefit to both institutions. Or an assistant in 
hospital A could go to hospital B to work, perhaps, in diet 
kitchen management and an assistant in hospital B could 
go to hospital A to get practical experience in operating 
room supervision, or in any other branch of management 
and operation that might be selected. Occasionally a hos- 
pital could send an assistant to another institution to 
spend some time, but this has not become a custom. 

Such work should be undertaken only after complete 
arrangements have been made by the executive heads of 
both hospitals. It would not be very difficult to show 
most boards of trustees that their hospitals would profit 
by having their executives spend time in this way. 

The second plan is for the assistant to make a tour 
of inspection of a selected list of hospitals spending a 
few hours or a day or so in each studying some par- 
ticular department. When such a tour of inspection is 
decided upon it is very important to think over very care- 
fully and thoroughly the department to be observed and 
studied and to determine first what particular type of in- 
formation is wanted and then to compile a set of brief 
pointed questions covering, so far as can be decided in ad- 
vance, the entire range of what is wanted. Experience 
has shown that it is possible to visit an institution for 
certain definite information and to leave without having 
learned a thing about that particular subject. This is 


due to lack of proper planning of the visit. Recently an 
executive visited a hospital by appointment to study a 
certain department. The visitor spent the entire fore- 
noon with the superintendent telling how she did her work. 
She did not learn a thing from the executive she was visit- 
ing and the forenoon was practically wasted so far as the 
visitor was concerned. Again, it is almost always a waste 
of time to go to visit an institution without some definite 
objective. This usually means a hurried trip through 
corridors, operating rooms, and wards. 

Naturally most visits will be to hospitals, sanatoriums, 
out-patient departments, and social service agencies. 
However, time spent in hotels, on ships, in banks, busi- 
ness houses, factories, and in other establishments, will 
prove valuable, as many practices can be learned which 
are adaptable to hospitals and which will improve the 
service or reduce the operating expenses. As an instance 
of this kind it was recently observed that a very fine 
theatre had its entrance and foyer floors covered with 
reinforced rubber. Observation of that floor and a talk 
with the manager would be of great assistance in deter- 
mining whether the material was durable and satisfactory. 


What Philadelphia Is Doing 


The opportunities for securing information in the ways 
outlined above are practically unlimited. Apparently 
there has been no attempt to organize them. Recently Dr. 
Joseph C. Doane, formerly president of the Hospital As- 
sociation of Philadelphia, appointed a committee con- 
sisting of Miss Susan C. Francis, R.N., chairman, Mr. Al- 
fred Mayer, and Mr. Charles S. Pitcher, to study and or- 
ganize the hospitals in Philadelphia and suburbs so that 
when a person wishes to do such observing the secretary 
of the association or any hospital superintendent in the 
city will be able to furnish information as to where ob- 
servations can be made to advantage. This committee has 
secured from the hospitals statements as to which of their 
departments they think are well run. The hospitals were 
then divided into groups and assigned to each member of 
the committee who was personally to inspect them and de- 
termine for the committee what departments in a given 
hospital were exemplary and, therefore, worth the time of 
an observer. After the committee has finished its work 
an outline of the entire matter will be printed in a leaf- 
let which will be available for visitors. 

When such an inspection is contemplated it is important 
that an engagement be made in advance, either by mail or 
telephone, in order that the superintendent of the hospital 
to be visited will have time to arrange his work or that of 
the proper department head, so every attention may be 
given to the visitor. The usual custom is to select at ran- 
dom a list of institutions to be visited, but would it not be 
of a great deal of help if the instructive and interesting 
features were organized as is being done in Philadelphia? 

The American Hospital Association and other national 
organizations, as well as state and local hospital associa- 
tions, may be able to do a great deal by gathering and 
cataloging information as to where certain activities can 
be observed to good advantage and by publishing this in- 
formation for the benefit of those who desire it. 
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SPECIAL CARE FOR MATERNITY CASES 


By Mother St. Beatrice, Superintendent, 
Oak Park Hospital, Oak Park, III. 


by the Sisters of Miseracordia in this residential 

suburb of the city of Chicago, for years has striven 
toward perfection in ward and operating room arrange- 
ment, so that at the present time, with the recently ac- 
quired addition to its main building, convenience for 
medical staff and personnel and comfort for the patients 
have been greatly increased and approximate the desired 
goal. 

The majority of the patients at Oak Park are pay pa- 
tients. Here and there will be found a non-pay case but 
with the unique feature of being indistinguishable from 
the pay patients. Even the nurses are unaware which 
are pay, part pay and free cases and unless the patient 
herself divulges her status no embarrassment is felt. 

Much attention has been given recently to the floor 
devoted to maternity cases the number of which has 
increased so that the capacity has been taxed to the 
utmost. During the first fifteen days of August there 
were thirty-seven births, while the monthly average for 
the year has been close to sixty-five babies. 

The maternity department is on the fourth floor of the 
five-story building. The preparation room, workroom and 


Te Oak Park Hospital, Oak Park, Ill., conducted 


two delivery rooms are located in front and face the 
north side. Both delivery rooms are exceptionally well 
lighted. None of the maternity wards contains more 
than four beds. The majority of the rooms are private 
and semi-private and are furnished appropriately with 
soft draperies and homelike furniture. They resemble 
typical bedrooms rather than hospital rooms. The rooms 
are decorated in different plain color schemes and no two 
are alike. Several have private baths and some have 
telephone connections. Few hotel rooms are better planned 
or executed. 

Between the delivery rooms and the wards are sound- 
proof walls and doors, but these doors are kept open, 
except when the front part of the floor is in use, so 
that better ventilation is obtained. 

The nursery has been especially arranged on the east 
side of the building and a nurse is contantly in charge. 
Every precaution has been taken against mishaps—tem- 
perature, ventilation and air space being given thoughtful 
consideration. 

The usual lying-in period is about nine days but many 
mothers stay an extra day or two depending upon their 
condition. No effort is made to hurry the patient and 





One of the two delivery rooms at Oak Park Hospital, Oak Park, Illinois. 
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A private room in the maternity department. 
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Part of the nursery. 
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The draperies are in harmonious color schemes. 


her departure is left entirely to her own and her physi- 
cian’s judgment. 

One of the features of the maternity floor is the num- 
bering of bedpans to correspond to the patient bed. As 
an example the patient is entered in bed No. 4 in room 
No. 16. The bedpan that is numbered to correspond is 
assigned to that patient and during her stay she always 
receives the same bedpan. While these are sterilized 
regularly and systematically the added precaution is ap- 
preciated by the patient. 

Much attention is also given to the proper refrigeration 
of liquids for these patients. An ice box on the floor 
always contains sufficient grade A milk, kept at the right 
temperature. 

It should not be understood that this is a maternity 
hospital solely. The third floor is the men’s ward and 
the second floor is given to women patients. Many surgi- 
cal cases are brought to this hospital and at certain 
times of the day both the emergency room on the first 
floor and the two operating rooms are in use. 

A feature of the operating rooms is a skylight extending 
around the ceiling with two sides open for light and 
the remaining two sides so arranged that on a balcony 
observers may watch operations through the glass. 

Within the near future a sixteen-bed children’s ward 
will be opened at the rear of the top floor. Leading from 
the three rooms of this ward space will be given to a 
solarium which may later be either glass enclosed or 
screened, making an ideal sun porch for the children. 
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SHOULD MUNICIPAL AND COUNTY HOSPITALS BE 
WHOLLY FREE? 


HE citizen in fair circumstances receives a salary 
T ranging from $50 to $75 a week, lives in a small 

apartment or house, carries from eight to ten thou- 
sand dollars in life insurance, and ordinarily feels that 
he is progressing if he has upwards of three or four 
hundred dollars in a savings bank. This man faces finan- 
cial disaster if either he or his wife develops a disease re- 
quiring prolonged hospital treatment. 

Many city and county hospitals are, and have been, 
doing splendid work to relieve this situation. Some such 
institutions make a charge for services to those who can 
afford to pay. These charges are adjusted in accordance 
with the financial standing of the patient, with the result 
that the individual is supplied with adequate hospital 
service, yet freed from the pauperizing thought of being 
a charge on his govern- 


pressions about the hospital and bring it good will. 

Dr. Cleon A. Nafer, superintendent, Indianapolis City 
Hospital, Indianapolis, Ind., finds it profitable, and in his 
opinion just, to charge patients a moderate fee. He 
writes: “We feel that those in moderate circumstances are 
entitled to hospital service at a moderate cost. Conse- 
quently, in the last few years we have collected from our 
patients from $5 to $10 per week for ward service, and 
from $2 to $4 per day for private and semi-private 
rooms.” 

Dr. Nafer goes on to say, however: “There are people 
who wish to hire a private doctor at a small fee, but 
are unable to pay for hospital care as private patients. 
No patient here pays anything toward his medical care, 
consequently we are taking practice from the medical pro- 

fession and charging these 





ment. 

Many hospital executives, 
however, feel that public in- 
stitutions are going beyond 
their established province 
when they make charges of 
any kind. Their belief is 
that city and county hos- 
pitals should be wholly free 
and should restrict their 
activities to the completely 
impoverished. This conten- 
tion was briefly referred to 
in the report on the hospital 
situation in New York City 
prepared by the New York 
Academy of Medicine. No 
definite conclusions were of- 
fered in this report, how- 


manner by 





A Middle-Class Problem 


GREAT need in the hospital field today is 

the solution of the problem of providing the 
middle-class patient with adequate hospital fa- 
cilities at a rate he can afford to pay. 
problem is being met in a limited, though efficient, 
many private hospitals providing 
facilities on a part-pay basis or through low-rate 
general or semi-private ward beds. 
mains to be done, however, and there is a general 
feeling in the field that help in this matter should 
rightly come from the city or county hospitals. 
These institutions can help through a more gen- 
eral adoption of the part-pay principle. 
action would also benefit their service by bring- 
ing to them more public favor. 


patients for hospital care, 
but are expecting the doc- 
tors to contribute their 
services. It would be well 
if we had cheap wards or 
reasonably priced rooms for 
which patients could pay 
and still be allowed to pay 
the practitioners a small 
fee.” 

From the Cook County 
Hospital, Chicago, Warden 
Michael Zimmer writes: “I 
doubt if it would be advis- 
able to have a combination 
of free and pay patients in 
what is generally consid- 
ered a charity hospital. It 
would be hard to establish 


The 
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ever, and, in search of a 

cross section of opinion on this subject, THE MODERN 
HospiTaL has questioned a large number of public insti- 
tutions regarding their stand in the matter. 

Responses to the questions were prompt and detailed. 
Among the letters received was one from H. G. Bailey, 
superintendent, Department of Public Charities, Hartford, 
Conn., which said: “It does not seem advisable to mix 
free and pay, or part-pay patients in one institution. 
The question of providing hospital facilities for people 
of moderate means is an important one and should re- 
ceive attention because of the increasing cost of hospital 
care. I do not feel, however, that free cases and pay 
eases can be cared for successfully in one institution 
under the same attendant, officials and wards.” 

On the other hand, Dr. Charles A. Drew, superintendent, 
City Hospital, Worcester, Mass., believes that not only 
can free and pay patients be successfully cared for in 
one institution, but that such a plan stimulates good 
medical service. Dr. Drew says: 

“We think that intelligent patients of moderate means, 
including teachers, clergymen, and other people with 
moderate salaries, should be given private room service 
at about cost. This may be all wrong, but it stimulates 
good service; it helps the student nurses to care for a 
class they will serve in private practice; it helps the 
graduate students who serve as interns. Appreciative 
ex-patients in the community help to correct wrong im- 


a line of demarcation, and 
I am of the opinion that the present plan of an entirely 
free hospital is the most desirable.” 

Mr. Zimmer’s ideas fail to coincide with those of Dr. 
T. K. Gruber, superintendent, Receiving Hospital, De- 
troit. Dr. Gruber says: “I do not believe that hospital 
service of any kind should be wholly free. The giving 
of free service tends to pauperize the individual. It is 
my feeling that municipal and county hospitals should 
collect as much as possible of the actual cost of caring 
for patients. Taxpayers who support these hospitals by 
the payment of taxes feel as I do—they are willing to 
provide institutions to care for the indigent but believe 
that the patient should pay what he can to relieve the 
tax burden. 

Jerome F. Peck, superintendent, Binghamton City 
Hospital, Binghamton, N. Y., believes that decision on 
this question should be governed by local conditions. “If 
there are enough private hospitals and sufficiently low 
rates for all the pay patients,” says Mr. Peck, “it is not 
necessary for a municipal hospital to provide pay service. 
In this city there are not enough private hospitals and 
it is my belief that the municipality should provide hos- 
pital facilities for those who are able to pay, as well as 
for the very poor.” 

This view is taken also by Dr. C. W. Munger, director, 
Grasslands Hospital, Valhalla, N. Y., who writes: “Until 
ample provision has been otherwise made for part-pay 
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patients, I believe the county hospitals are shirking a 
public duty if they do not accommodate pay or part-pay 
patients. It is definitely unjust to the non-indigent citizen 
to deprive him of this service for it means that the man 
of moderate means has not access to as good hospital 
facilities as the pauper.” 

Dr. P. W. Whipperman, superintendent, Decatur and 
Macon County Hospital, Decatur, Ill., writes: “I can think 
of no valid reason why municipal and county hospitals 
should not render pay service at low rates to individuals 
who need low-priced service.” 


Practice at Boston City 


From the Philadelphia General Hospital, over the sig- 
nature of the superintendent, Dr. Joseph C. Doane, comes 
the following statement: “It seems to me that it is a 
serious and harmful thing for any state or community to 
allow persons who are able to pay for service to receive 
hospital treatment free of charge. To pauperize a man 
is to do him serious moral damage that is far-reaching 
in its effect on the community in general. 

“It is true that at times too great emphasis is laid upon 
the dollar, and it is, of course, unfair to make the ability 
to pay a board bill the criterion upon which patients are 
admitted for treatment. I feel, however, that municipal 
and state hospitals should render a service to the middle 
class, by supplying adequate hospital facilities at a mod- 
erate price. The Philadelphia General Hospital collects 
about $90,000 annually, exclusive of the state appropria- 
tion for the maintenance of indigent insane.” 

Boston City Hospital, Boston, charges moderate fees 
to the middle-class patient. The heavy demand for such 
service has been recognized and plans for additional beds 
are under way. Dr. John J. Dowling, superintendent, 
says: “We have long endeavored to collect from persons 
who are able to pay, our charges being $16 a week for 
ward cases, $21 for semi-private and $28 for private rooms. 
If we had a pavilion of 150 beds for persons of moderate 
means it would be filled at all times. Such a building has 
been carefully considered in our plans for development.” 


New Zealand Looks to Us for Guidance 


New Zealand is seriously considering the question of 
providing service for pay or part-pay patients in state- 
owned and operated institutions. In his talk before the 
congress of the American College of Surgeons in New 
York, last October, Dr. A. R. Falconer, medical superin- 
tendent, Dunedin Hospital, Dunedin, New Zealand, said: 
“In recent years a marked change has taken place in 
the psychology of the people in regard to admission to 
the wards of a hospital. Hospitals were primarily in- 
stituted for indigent patients, but the maintenance charges 
(nine shillings a day) have gradually been increased until 
they nearly cover the full cost and are collected from those 
patients who can afford to pay in whole or in part. As 
a consequence the average person does not consider the 
hospital in any way a charity. The patient does not 
realize that the services of the honorary medical attend- 
ants are unpaid. When this is pointed out to him the 
answer is: ‘Well, let the surgeon take a salary like the 
rest of the staff. That is only fair. We want no charity.’ 
Even those patients who pay little or nothing in the way 
of maintenance fees (and they are the majority) consider 
that they are not receiving charity since they pay towards 
the cost of the institution in their municipal rates—small 
though their individual contribution may be. 

“The hospital problem in New Zealand, as I see it, is 
this: No one gives the position a moment’s thought but 
must see the absolute justice and great advantage of the 
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American system of ‘community hospitals’ catering for 
the interests of all classes in the community. But can a 
municipal hospital undertake such a function successfully? 
Does any municipal hospital in America furnish a .pre- 
cedent we could copy? Should we seek in New Zealand to 
change the municipal system into the system obtaining in 
Canada, where an incorporated body subsidized by the 
municipality and the state largely controls the hospitals; 
or by church organization as in the United States and 
Canada; or should we press the municipal hospital to en- 
large its functions? Personally, I belieye this is the best 
solution, although I have travelled across the North Ameri- 
can continent before finding a municipal hospital which 
to any extent does so. It is the Boston City Hospital, 
Boston, and I understand that the Worcester City Hos- 
pital, Worcester, Mass., is the only other in America run- 
ning on similar lines. 

“We cannot hope to have in New Zealand heavily en- 
dowed institutions such as you have in the eastern region 
of America, catering not only to the well-to-do patients 
but to the poor. We have no wealthy class, such as is 
found in America and in Great Britian. 

“The general body politic in New Zealand considers 
that hospital service is not a charity but a right. If our 
municipal state system is to continue the question of re- 
mnerating the attending surgeons and physicians must 
come up. Is the attending staff to remain honorary with 
the right of attending their own patients in the private 
wards, as in the Boston City Hospital? Is the attending 
staff to be paid for the work they do for the municipality 
or the state, and allowed to contract with their own pa- 
tients for their professional care, as in some of your 
university hospitals? Or is the surgical staff to be fully 
salaried and the professional fees from all patients paid 
into the general exchequer as at Ann Arbor, Mich.?” 


Affords Pratection in Compensation Cases 


J. Ernest Shouse, superintendent, Louisville City Hos- 
pital, Louisville, Ky., injects a new thought into the 
expressed opinions by saying: “We use a graduated scale 
of charges that ranges from nothing at all to our per 
capita cost of $3.04 per day. This plan enables us to 
protect ourselves in workmen compensation cases and 
also to care for those patients who do not wish to accept 
free treatment.” 

The Jersey City Hospital, Jersey City, N. J., of which 
John C. Harnett is assistant superintendent, has always 
made a charge to fit the financial status of the individual, 
the charity patients being accorded ward service. In 
this institution there are maintained fifteen private rooms, 
for which there is a rate of $45 per week. This rate in- 
cludes floor nursing service, one nurse being assigned to 
four rooms. 

Until recently the City Hospital of St. Louis has been 
maintained as a wholly free hospital. This arrangement 
has been changed and in commenting on the change Dr. 
E. A. Scharff, superintendent, said: “We felt there were 
a number of patients given hospital care who should be 
charged a nominal rate. These were patients in moderate 
circumstances who could not afford to pay private hos- 
pital rates, but were still too proud to accept free treat- 
ment. We often have requests from patients that they 
be allowed to pay what they feel they can afford. In view 
of this situation our local board of aldermen recently 
passed a law which allows us to charge patients at the 
rate of $2.31 per day—our actual per capita cost. We 
find at times that this is more than the patient can pay 
and we then accept fractional payments according to 
their means.” 
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THE PHAGOCYTOSIS OF FOLLOW-UP’ 


By Ora Mabelle Lewis, 
Social Service Department, Massachusetts General Hospital, 
Boston 


OOPERATION, efficiency and follow-up are three 

words, each seemingly with such varied meanings, 

interpretations and lack of uniformity of definition 
that the mere mention of any one of them is enough to 
start a cold chill and arouse certain involuntary mental 
reactions. 

It would be impossible to guess which particular word 
of this unpopular triad should be used to produce the 
most violent reactions or the most audible grumbles. 

Sometimes it seems both useless and unwise to attempt 
to define things as we go, lest the emphasis on the defi- 
nition may throw us off the track or hinder our progress 
by its limitations. Yet we cannot even begin to do things 
without an analysis or definition, if for no other reason 
than that it gives those who are working together a com- 
mon ground for understanding and discussion, as well 
as the same basis for checking desired end results, no 
matter how different are the roads traveled in the pur- 
suit thereof. P 

In this day of cross-word puzzles when that awe-in- 
spiring book made famous by Mr. Webster has become 
one of the “best read,” if not one of the “best sellers,” 
and the world at large has momentarily gone mad upon 
the subject of synonyms and definitions, it is rather en- 
couraging to know that we may find an actual definition of 
the very words “to follow up.” “To follow up,” says the 
Century dictionary, is “to pursue closely; to prosecute 
with vigor or promptness as something already begun; to 
act with energy” and (may I add to this last phrase) 
with discretion and discrimination. Could anyone ask for 
a better definition, not only for purposes of discussion, 
but as actually expressing some of the points we should 
always keep in mind when weighing the value of so-called 
“follow-up” in all aspects? And it seems to me that 
this definition is especially applicable when we are con- 
sidering the public health and social case work approach 
to the problem of control of syphilis and gonorrhea. 


What Is Phagocytosis? 


Now, when it comes to a definition of phagocytosis, the 
other word in my title, it will be necessary to take one 
of its broader meanings rather than the more scientifically 
applied scientific term. We must therefore look upon it 
as indicating a process by which a hollow cell moves 
along, unguided by any intellectual plan; and, as it travels 
in its aimless, lumbering way, it grabs and devours what- 
ever may come in its path. In the opening lines of this 
paper I mentioned the antagonism and impatience which 
the very words “follow-up” sometimes arouse. This an- 
tagonism has resulted from the fact that so much follow- 
up work has been, and still is being done in this aimless, 
non-selective care-nothing-for-its-victim manner. This 
is my reason for taking as a title “The Phagocytosis of 
Follow-up,” not because I am going to talk to or for the 
process, but rather about and against it. 

No matter where we may look for signs of growth and 
progress, we are constantly aware of an increasing tend- 
ency toward selection, specialization and refinement. But 
when we stop to think at all, we are immediately con- 


*Read before a meeting held under the direction of Division of 
Communicable Diseases, Massachusetts State Department of Health, 


December, 1924. 


scious that nothing of value has come on our field of 
vision, just as we see it today. It would be difficult to 
give accurate testimony as to when, where, how or why 
the “follow-up” system, as we think of it today, origi- 
nated, or who can claim to be its patron saint. I feel 
sure that no matter how far back we may delve into the 
history of medicine or surgery, we should find at least 
a poorly-formulated desire upon the part of some physi- 
cian or surgeon to know what was happening to his pa- 
tients or victims in those early days of less refined medi- 
cal and surgical therapeutics. 

To mention, even briefly in this discussion anything 
about the history of follow-up is necessary for at least 
three reasons: First, that we may realize the sincerity of 
purpose behind these early clumsy attempts; second, that 
we may know that however new and original the idea 
may seem to us, it is no longer in its infancy, but has 
the backing of approximately twenty years of usage in 
one way and another; third, but most important, that we 
may appreciate the steady and unswerving tendency to 
emphasize the value of a follow-up system to the patients 
themselves, rather than to the physician, clinic or in- 
stitution. 


Early Methods Outlined 

Follow-up had, I am told, an official, authentic begin- 
ning in about 1905. This beginning was small in the 
range of its interpretation but not in the number of in- 
dividuals to be caught in its meshes. The purpose was 
not primarily for the good of the patient, although he 
would benefit indirectly from the material accumulated. 
It was a scheme put in action so that surgeons might 
find out what was the condition of patients one year 
after they had been operated upon. It was a true phago- 
cytosis with one prime purpose, and a one-tracked line— 
to pick up everything in its path at a certain definite time. 
It had one point of real refinement, probably a point so 
refined that it has seldom been consistently maintained 
since. This follow-up notice (a letter) was sent to the 
patient exactly one year from the actual day upon which 
the operation took place. And that notice went regardless! 

We must acknowledge with real gratitude the spirit 
underlying this movement because very soon these crude 
beginnings proved unsatisfactory to physicians and cum- 
bersome to patients. New and greater possibilities were 
seen, inadequacies were recognized and remedied, and the 
phagocytotic movement was less and less noticeable. Be- 
fore leaving the discussion at this point, and discarding 
this all-encompassing method, it should be said in its favor 
that it does serve for the accumulation of masses of 
valuable material for study, research, or statistics; and, 
as I said before, indirectly must benefit the patients 
concerned, although undoubtedly more in groups than as 
individuals. 

This early method as we look back upon it today seems 
so obviously bad, except for the three purposes I have 
mentioned, that it is hard to realize the persistent strug- 
gles which have been necessary to overcome its short- 
comings. Even after more carefully worked out schemes 
for follow-up have been put in operation, many institu- 
tions still cling to the old method, and the old plus the 
new is exasperating sometimes to the point of amuse- 
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ment to wit, a patient attending regularly some out-patient 
clinic, doing everything he knew was expected of him, 
might receive a letter from the hospital saying, “One 
year ago you were operated upon at this hospital. We 
have not seen you since. Please come to the out-patient 
department and present this letter that we may see how 
you are getting along.” You see it has its funny side, 
and fortunately an occasional patient has a sense of 
humor! I know of more than one institution where many 
such letters and records have had to be shown to the 
committee in charge of follow-up before they could be 
persuaded to mend or even modify their ways. 


Social Worker Enters the Field 


Beginning, then, officially and formally in about 1905, 
the movement took firm hold upon various groups of 
surgeons and later became of such importance in the 
minds of hospital administrators that a committee on fol- 
low-up was formed as one of the active committees of 
the American Hospital Association. The development of 
that particular phase of follow-up is interesting to study 
but need not concern us here beyond stating that it has 
more recently and correctly been discussed under the 
heading of studies of end results, rather than follow-up. 

Since 1905 follow-up systems have sprung up every- 
where. The idea took root slowly, but has grown and 
expanded so rapidly that many prunings have been neces- 
sary to perfect development. Follow-up never could have 
grown to the extent it has had not several new factors 
and forces come into play at about this same time. Many 
public health movements involving regulations for con- 
trol of certain communicable diseases started forward. 
The so-called district or visiting nursing associations be- 
gan not only to enlarge their scope of work, but to keep 
more accurate records of their visiting, and to see that 
patients under their care returned to physicians or dis- 
pensaries, or were called upon by a district or city physi- 
cian for a final check-up. In addition to all of these I 
think it is fair to say that the entrance of the social 
worker into the field of medicine did more than any other 
one force to put follow-up work on a permanent and 
sound footing. 

The official birth certificate for social service in hos- 
pitals in this country was recorded the same year as that 
for the follow-up, and although they started independ- 
ently of each other they can claim the same official Ameri- 
can birthplace, the same underlying purpose—better and 
more effective medical or surgical care of patients. They 
worked independently of each other for too short a time 
to count; indeed they have been constant companions for 
almost twenty years. In some hospitals and clinics social 
service has done the pioneer work, in other places the 
follow-up system has taken the lead. Occasionally the 
mechanical, clumsy, phagocytotic follow-up has been the 
only thing the institution has wanted but I am glad to 
say that in most institutions the old method has either 
died from natural and just causes, or paved the way for 
something better. 


Duties of Social Worker Defined 


Social service has from the beginning dealt primarily 
with individuals and their immediate families, and it has 
been necessary to keep some track of these individuals 
in order that the medical-social treatment could be carried 
on. It has never been enough that the actual medical 
treatment alone should be recommended; there were too 
many obstacles in the way of carrying it out, too many 
social adjustments to be made. For centuries little was 


done to remove these obstacles or to make these adjust- 
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ments, except in small communities where the good old 
family physician was socia) worker, counsellor, friend, 
and physician. 

The social worker had for her responsibility twenty 
years ago as well as now, the actual carrying out of the 
medical recommendations. It was her duty to see that 
prescribed medicine was available; that it was taken as 
directed; that all the instructions given by the physician 
were carried out as far as possible; and, as it happened 
in most instances that the physician did wish to see the 
patient at some future time, it became her additional 
duty to help carry on the follow-up work. Sometimes no 
return was necessary provided the social worker could 
visit the patient and see that things were going properly; 
as a result “follow-up visits” now became a part of the 
day’s work. 

You must all recognize and appreciate that early pioneer 
spirit of social service, a desire on the part of the social 
workers to be adjuncts to medical and nursing service in 
order that patients might receive the treatment recom- 
mended; also that there might not be so much wasted 
effort on the part of physicians in examining patients 
again and again, and perhaps finding them in the same 
condition as before. It must have been discouraging all 
around. 

In the beginning the social worker seldom took the in- 
itiative in the selection of patients or problems for her 
consideration, but did, as far as possible, the things re- 
quested of her. In some places as you know, the social 
worker was stationed in a corner far away from her 
source of supply, and the referring of cases to her was 
a rather formal proceeding, almost another knot tied in 
the red tape of the hospital. Fortunately that was not 
what certain physicians wanted. They wanted their so- 
cial worker in the clinic with them on more or less the 
same footing, so that they were both present to help the 
patient. These same physicians wanted especially to keep 
track of certain individuals; they also wished to have 
some check on the patients as a whole, and it was this 
combination of needs which was and is responsible for 
the many different methods of follow-up in use today. 


Systems in Use During Two Decades 


Just a few sentences about some of the many schemes, 
methods, tools and interpretations which have been tried 
out in one place and another during these twenty years; 
and then I want to tell you some simple, underlying prin- 
ciples which I believe are absolutely necessary to make a 
follow-up system of any kind a useful, valuable and worth- 
while element in the running of a clinic. You see I am 
assuming that you must believe in follow-up as a neces- 
sary part of any good system of therapeutics. If you do 
not, then your experience has either been unfortunate 
or you have been unwilling or unable to try out any 
scheme. If anyone needs to be convinced and does not 
fall into either of these two groups of “unbelievers,” I 
can only say that many careful studies have been made 
and published which prove conclusively that from the 
point of view of numbers, of wasted effort, and of so- 
called “lost” patients, there is no comparison between clin- 
ics which do keep in touch with their patients and those 
which do not. 

We have seen the follow-up scheme of those early days 
—a letter sent to every one of a certain group of pa- 
tients one year after the patient had been operated on. 
The letter was a form letter and nothing, to my mind, is 
more detrimental in the long run to the success of fol- 
low-up than the use of a form letter. There are four 
things to deplore in this early system as we look back 
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upon it from years of experience. First, the time element; 
one year is too long to wait if your first operation is 
unsuccessful, or if you really want to help your patient. 
It may be all right for research purposes, but not for 
better treatment, because you have only your patient’s 
thoughts about what went on in the interim. Also over 
a period of a year many families have moved and cannot 
be traced. The number of letters returned unclaimed 
has ranged, in various places under this scheme, from 30 
per cent to 80 per cent. 

Next we deplore the form letter as it is sent in innu- 
merable cases where the nature of the operation would 
tell that the chances of the patient’s being alive were 
nil—on the face of it a questionable procedure. 

Another factor entering in is a financial one for the 
patient. The distance from the hospital, railroad fares, 
loss of time from work, difficulty in getting away from 
work—all enter in, to be sure, whenever we request pa- 
tients to return; but when we are asking it that they 
themselves may profit by further examination or treat- 
ment, we feel that their compensation comes in that way. 
In the other case there is no compensation to the patient, 
but of course he should not expect it. He has had the 
best of surgeons operate upon him; his compensation 
came first. I admit it. Therefore the request for his re- 
turn should be sent with the same skill and consideration 
he was given at the time of his operation. Primarily, 
then, this original system was started solely for the pur- 
pose of studying end results from a very limited point 
of view, and neither the surgeon who actually performed 
the operation, nor the patient, profited anything from the 
energy expended. We must admit, I think, the limited 
value of any such phagocytotic method of follow-up. It 
was so rigid as to be practically useless. 


How Data Are Recorded 


The sending out of form letters and routine postal 
cards, automatic visits to certain individuals or groups 
of individuals at mechanically stated intervals, have all 
had their place in the development of follow-up schemes. 
We have seen the day of the rubber stamp, saying “to 
return,” applied automatically to all medical records by 
secretary, nurse, clerk, student, or even by the physician 
himself. But no matter who did the stamping, the physi- 
cian himself was supposed to fill in the date, or be re- 
sponsible for the information desired. 

We have used cards filed alphabetically, or chronologic- 
ally, or both; visible filing systems; day-books; appoint- 
ment lists and every other known contrivance as a 
mechanical aid to our follow-up work. Some cards have 
been very simple, name, address and return date only 
showing on the face. At the other end of the line comes 
the combination follow-up and index record card, which 
has, in addition to these simple facts, a code of letters or 
numbers or abbreviations indicating all possible medical- 
social complications in diagnosis or treatment. I do not 
know how much more valuable these latter have proved to 
be as a basis for follow-up, but as a means of collecting 
and analyzing vast masses of medical and social material 
they have been invaluable. Physicians have found time 
to weigh these medical and social factors when laying out 
a plan of treatment for their patients, because the facts 
have been indicated to them all at once, and could be 
taken in at a glance. For research purposes, medical 
and social diagnosis or treatment, these code cards lend 
themselves in great numbers to the punch-card system, 
that recent boom for the statistician, and no matter what 
the underlying ideal may be for our profession, we many 
times resort to statistics to prove our right to exist. 
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I think it is fair.to say that every mechanical or graphic 
device known to the business world has been tried at 
some time, or offered to us for adaptation to our follow-up 
schemes. At a business show held recently in one of our 
large cities it was interesting to see how quickly the 
salesmen for certain new card and index systems jumped 
at the chance to print special cards and give demonstra- 
tions of how readily their business methods of following 
up customers could be applied to our clinical needs. 

Now it makes but little difference what tools you use 
for your follow-up work, or who is in charge of the purely 
mechanical parts of the process. If you are going 
to be satisfied with a purely mechanical scheme— 
a true phagocytosis—then there certainly can be 
no choice; all the tools available will be equally good 
or equally bad, because the process is purely mechanical, 
and the returns will not in the long run be satisfac- 
tory. It is true that a purely mechanical system, as 
against no system at all, will bring in fairly good returns 
at first. It will soon settle down, however, to a steady 
pace and will run quite a long time with very little vari- 
ation in a low percentage of returns, no matter what or 
how varied are the tools used. Such a system some- 
times yields justifiable results in short-time cases where 
there are no complications, medical or social, to slow down 
the patient’s complete recovery. 

Good medical or surgical therapeutics presupposes good 
medical or surgical case work and good team-play between 
physician and patient. The physician accumulates all the 
history and findings on the case, makes his diagnosis, out- 
lines the treatment, and expects the patient to play the 
game, forgetting so often, in the rush of the day, that the 
patient has not understood perhaps a tenth of what has 
been said. The patient leaves the clinic, does not return, 
a routine form letter fails to bring him back, perhaps 
even a visit does no better, and the patient becomes lost 
to the clinic and may be checked up as “uncooperative.” 


Win Patient's Cooperation 


Now I wonder which of these two people—the physician 
or the patient—was really uncooperative. Certainly the 
physician did not intend to be; and neither, in most cases, 
did the patient. Perhaps if the physician had had a social 
worker at his call the explanations could have been made 
at greater length, questions would have been raised on 
both sides, obstacles to treatment real or imaginary re- 
moved, and then had the patient failed to return, a more 
personal letter or visit would have reopened negotiations 
and in most instances the treatment would have gone on 
to completion. Please do not think that I am putting 
the responsibility for giving a medical diagnosis or out- 
lining medical treatment on a social worker, for I am not. 
In fact I go so far as to say that I strongly oppose 
having a social worker even tell a patient his or her diag- 
nosis, unless it has first been told to this patient by the 
physician, preferably in the presence of the social worker. 
Neither am I going to discuss the value of the social 
worker at this point beyond the fact that the same case- 
work methods that physicians use in treating their pa- 
tients the social worker uses in helping to carry out treat- 
ment and regulate follow-up work. 

So much in general about follow-up systems. Now for 
a few special features which particularly recommend 
themselves to us for consideration when we are applying 
the principles of follow-up to the control of syphilis and 
gonorrhea. Whatever else may enter into the efforts at 
control of any communicable disease, the adequate treat- 
ment of the individual patient is necessarily of first im- 
portance, because from a purely public health point cf 
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view the cure of the infectious patient is the only sure 
way of eliminating the focus of infection. What is neces- 
sary to bring about this adequate cure? You all know 
the answer if you stop to think, but you may not have 
relegated the various factors to their proper places—edu- 
cation, propaganda, adequate facilities for treatment, pub- 
lic health regulations. All are good and necessary, but 
less tangible than the patient himself when he first ap- 
plies for treatment. Fortunately the old days of mystery 
surrounding diagnosis and what is prescribed are passing 
away and we are thinking and talking about diagnoses 
and treatment, sometimes to be sure in a lingo which 
is little better than the Latin of old but mostly in good 
simple Anglo-Saxon which our patients can understand. 


Making the Right Start 


It seems to me that after our patient has been examined 
our first duty should be to tell him, in language he under- 
stands, the results of our findings. Our second duty, and 
it really becomes a part of our first, is to interest the 
patient in getting well, and the best follow-up system in 
the world will fail just so far as we have failed to create 
that interest at the patient’s first visit. This must be 
done by the physician, aided by anyone else to whom he 
may later refer the patient. The first visit of the patient, 
then, is the time to lay the foundation for treatment and 
follow-up. The prime responsibility rests with the physi- 
cian and his contact with the patient at that time. This 
is true for all follow-up; it is especially true when the 
diagnosis is to be syphilis or gonorrhea. 

Hopelessness is the first reaction in most patients’ 
minds when either of the above diagnoses is made, and 
two questions immediately come to the front. “Can I ever 
be cured?” “How long will it take?” Now the way these 
two questions are answered will do much to interest or 
depress the patient about his future. To the question: 
“Can I be cured?” doubtful though the answer may be, 
we should carefully consider the question from every 
angle and interest and encourage the patient in taking 
treatment, holding out to him all he may expect to ac- 
complish for himself provided he carries out directions. 
The positive, hopeful, constructive side should be em- 
phasized rather than the discouraging, threatening aspects 
and a recounting of all the awful things which will hap- 
pen if treatment is not taken. By the first method most 
patients work with you; by the second, either against you 
or not at all. Very little follow-up work has to be done on 
the first group. Constant and most persistent follow-up 
must be done with the second method, and even then the 
results do not justify the expenditure of time and ma- 
terial. The start was wrong. 


Tact Needed in Planning Treatment 


“How long will it take?” Why answer in terms of the 
longest possible time, many months or years? Why not 
say frankly that one cannot tell, then outline the plans 
for treatment a few months at a time. Any person can 
look ahead and adjust living or working conditions for a 
few months at a time. Practically no one can face years. 
Again ‘by the first method little follow-up is necessary, 
and by the second no amount of follow-up accomplishes the 
desired end. 

Perhaps one illustration will bring the whole thing 
more clearly before you. The report from a hospital in 
the Middle West came to my attention not long ago. The 
medical service was excellent, the follow-up work on a 
very high plane and the social workers well trained and 
alert. Yet the report stated that they were discouraged 


with their handling of children with congenital syphilis. 
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No amount of follow-up could get them back to the clinic, 
and the social worker was of little help. The trouble was 
apparent; it stood out as though written in flaming col- 
ors. In the first place men, women and children were 
treated at different hours and places. No family unit 
work could be done. The children’s clinic came on Satur- 
day morning only, and the report stated that the children 
preferred to play—that is, those who were in school. 
Who blames them? Why the difficulty? On the first 
Saturday morning visit to that clinic, if a diagnosis of 
congenital syphilis was made the child and his mother 
were told that the patient should return to the clinic every 
Saturday morning at least for one year! Do you wonder 
the child reacted as he did, and how many mothers can 
give up Saturday morning for a year? Of course ail 
follow-up was in vain. 


Follow-Up and Venereal Disease 


We must briefly consider just one more thing in fol- 
lowing up patients with syphilis or gonorrhea: the ques- 
tion of contacts or exposures. Here again the physician 
should interest the patient in assuming a large part of 
the responsibility for arranging the examination and 
treatment of such “potential patients.” The wholesale 
rounding up of “suspects” by any follow-up method is 
just another instance of phagocytosis. 

The foundation for good follow-up, then, is laid and 
should be laid by the physician and his assistants on the 
patient’s first visit to clinic. The actual amount of me- 
chanical work should be relatively small even over long 
periods of time. The process should be selective as to pa- 
tients and the time element. The individual patient’s 
needs should be considered, and any scheme which ade- 
quately and honestly meets those needs may be used with- 
out hesitation. 

In closing I will return to the definition of follow-up as 
given in the beginning of this paper and will apply it to 
patients having syphilis and gonorrhea. “To pursue 
closely.” That means that any patient needing treatment 
should receive it at the necessary times and places; that 
the physician responsible for his treatment should outline 
a consistent plan covering neither too long a period of 
time nor allowing for too wide gaps in the regime; that 
the social worker should anticipate possible obstacles in 
the way; and that, all else failing, the health departments 
should at once be able to start machinery in motion which 
would pick up not any patient who had lapsed treatment, 
but this particular one. 

“To prosecute with vigor or promptness as something 
already begun,” says the same thing even more clearly 
and gives us in addition a clue for removing from the 
community the mental defective, the stubborn, the alco- 
holic or the patient who refuses to take his prescribed 
treatment. At this point let us use “prosecute” in its 
forcible application and make the matter of follow-up in 
such cases involve three people only—the patient, the ex- 
amining physician and some person empowered to see that 
the patient receives the treatment recommended. No 
other method of follow-up in such cases is safe or sane. 

Lastly, “to act with energy.” This certainly means 
something more than being carried along on the flow of a 
stream in an aimless phagocytotic way, waiting for time, 
public opinion, «he patient, or the disease itself to do some- 
thing about it. Energy gives one the wish, the interest 
and the intelligence to make use of follow-up systems at 
our command. Discretion and discrimination are the other 
things necessary either to choose the technique to be used, 
or the patient who is to profit by the expenditure of this 
energy. 
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OVERCOMING OPPOSITION TO AUTOPSIES 


By Frank C. Hammond, M.D., 
Philadelphia 


1923 session of the Pennsylvania State Medical So- 

ciety, President Frontz appointed a committee to 
confer with morticians, to make a survey of the attitude 
taken by the undertakers in opposing the obtaining of 
consent for postmortems. The situation is so acute that 
it was deemed very expedient that this problem be given 
most careful consideration. The committee considered 
it advisable to extend the field, and a more comprehensive 
study was planned and executed. 

A questionnaire, accompanied by an explanatory let- 
ter, was sent out to 250 institutions in the state, includ- 
ing hospitals and sanatoriums. The questionnaire asked 
for the following information: 

1. What per cent of autopsies is obtained by your 
institution? 


At A meeting of the House of Delegates held at the 


The following reasons used to obtain permission are 
culled from the questionnaires: general scientific and 
humanitarian interest; proper issuing of death certifi- 
cates; in order to answer properly the questions on in- 
surance papers; the collection of insurance often demands 
a postmortem examination; the examination may reveal 
conditions that may be helpful in saving lives of others, 
possibly of the deceased’s relatives; when liability insur- 
ance is involved, the findings may turn the tide in favor 
of the estate of the deceased; there may be determined the 
presence of familia] and inherited diseases, and the rec- 
ords of the examination will be available to the family; 
to afford the family knowledge of the exact cause of 
death; in certain instances an obligation of the family 
to the hospital for care of patient. The family always 

should be advised there will 





2. What methods do you 
find best to secure permis- 
sion for an autopsy from 


Catholic, (b) Protestant, 
(c) Hebrew, Negro, and 
(e) any other? 

3. What is the experi- 
ence of your institution 
with the objections offered 
by undertakers in influenc- 
ing the relatives against 
giving consent? What have 
you found to be the best 
methods to overcome the un- 
toward effect of the under- 
taker? In regard to ques- 
tion 1, it was of interest to 
note that the percentage 
was very low. 

In regard to question 2, 
it would seem that the main 
effort should be to secure 
the confidence of the rela- 





be no charge for the exam- 


A Vital Record ination. 
: HE responsibility of obtaining permission for 
the following (a) Roman autopsies rests upon hospitals, and their 
failure in this matter cannot be excused merely 
on the statement that relatives are opposed to 
such procedures. A conscientious effort to con- 
vince laymen of their true responsibilities in- 
volves tact and judgment, gentleness and per- 
suasiveness, firmness and persistency. Above all, 
however, it requires a sincere belief in the neces- 
sity for such work, with cooperative efforts on 
the part of the entire hospital staff to secure 
the ultimate check upon its own failures. There 
must be some conception of the pathological re- 
port as a vital record that evidences the com- 
pleteness of the hospital study of those who fail 
to respond to therapeutic treatment. The his- 
tory of a hospital fatality is not complete unless 
the report of the pathologist is included. This 
becomes possible only when the postmortem ex- 
amination is regarded as an essential step in the 
completion of the medical history. 


The routine procedure of 
opening the chest, abdomen, 
and skull in all cases often- 
times militates against con- 
sent. The skull should be 
opened only when there is 
distinct indication. Fre- 
quently permission may be 
obtained when the family 
is assured that only a re- 
gional examination will be 
made; for instance, if an 
operation has been done vou 
the chest, abdomen or head, 
that an examination will be 
made through the incision 
only; or, in medical cases, 
if the pathology seems to 
have been localized in the 
head, chest or abdomen, 
that the seat of pathology 
only will be examined. 








tives, and to assure them 

that they will be advised of the findings. It would be ex- 
pedient to stress the point that the autopsy is being 
done so that the relatives themselves may know defi- 
nitely the cause of death, rather than for the benefit 
of the medical profession. Pursuant to this thought 
the suggestion is made that the autopsy permission slip 
really should be in the form of a request from the rela- 
tives, rather than permission given. 

Great tact must be observed. Each case is a case unto 
itself; carefully study the family and govern accordingly 
the method of approach. When the relatives are defi- 
nitely found to be opposed the issue should not be forced; 
but the relatives should be assured that the matter is 
entirely for them to decide that no one would desire to 
examine the body if it is against their wishes. 

It is recommended that the words “autopsy” and “post- 
mortem” be not used; instead, ask for permission to 
make an examination. Assure the family that the 
examination will be done as carefully as an operation; 
that there will be no mutilation of the body; and that 
it will not affect the appearance of the body when pre- 
pared for burial. 


In regard to securing 
permission where race and religion are factors the 
following is submitted: The question of religion should 
not be mentioned, unless the relatives directly refer to 
it or the person interviewing the relatives anticipates 
the issue from their attitude. An intelligent Catholic will 
not offer religious objections; those who are not intelligent 
are very apt to state that the Church does not permit 
mutilation of the dead. These should be properly ad- 
vised of their error. The priest very often will be of 
service. 

The Hebrew is the most difficult of all to handle, on 
account of (1) religious views; (2) the relatives are 
so hysterical they cannot be approached, or only with 
the greatest difficulty; and (3) the limited time for 
burial. Many institutions state it is absolutely impos- 
sible to secure an autopsy on a Hebrew. This will 
prove to be an increasingly serious situation because in 
many communities the Hebrew constitutes the largest 
percentage of hospital admissions, hence the greatest 
percentage of deaths. A request for an opinion on the 
religious objections offered by Hebrews was sent to 
Rabbi B. L. Levinthal of Philadelphia, who replied as 
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follows: (It would be well to quote this opinion when 
Hebrews offer religious objections.) 

“In response to your inquiry as to the circum- 
stances in which a postmortem operation is per- 
missible under the Jewish Rabbinic Law, I desire 
to state that unquestionably the dissection of a 
corpse is not prohibited where a reputable physi- 
cian believes that it is essential for the advance- 
ment of medical science. Where a postmortem ex- 
amination may result in the discovery of the origin 
or cause of some serious disease, it is my firm 
conviction that thus to serve humanity is sancti- 
fying, rather than desecrating the dead.” 

On account of the influx, the Negro, too, is present- 
ing an increasing problem, and many institutions either 
do not secure permission, or do so only after the great- 
est difficulty. The failure is due to superstition and 
ignorance on the part of the relatives. Frequently the 
body is claimed by a former employer, a lodge or society 
and the officers do not feel at liberty to give consent. 

The so-called “foreign element” may be reached through 
their spiritual advisers. This applies to all creeds and 
races. It is of interest to note that many of these people 
come from countries where autopsies are done as a mat- 
ter of routine in all institutions; it has been an accepted 
situation to them previous to admission to the institution 
yet when they come to America they seem to object 
bitterly. 

Religious and superstitious objections very frequently 
can be overcome by tact. 

In securing permission for an examination everyone 
connected with the institution must be keyed to the proper 
amount of interest. The attending physician, the intern, 
the nurse, the directress of nurses, the superintendent 
and others, may each or all, have a direct influence in the 
case. It would seem preferable to obtain permission prior 
to the death. 


Obtain Permit Before Death 


All institutions should have a blank form to be used 
when permission is secured. The following is a sug- 
gestion, which includes certain details that have been 
discussed, and others that will be referred to in the re- 
maining portion of this report: 

ee bearing the relation of ........ 
a ee , a deceased patient, do hereby re- 
quest the authorities of this hospital to per- 
form an examination of the body of said 
patient, with the object of ascertaining the 
correct cause of death. The body is to be re- 
leased to undertaker 
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who is authorized to call for the same 
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Witness: Signed 
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The form affords (1) written request; (2) it is se- 
cured previous to the advent of the undertaker on the 
scene, who so frequently interferes; (3) it distinctly states 
what undertaker is to take charge of the remains, thus 
avoiding embarrassing confusions. If a change is made 
in the undertaker, a notation should be made of the 
change, and if available the person signing the request 
should sign the notation; (4) the undertaker always 
should be notified immediately after the death, when he is 
to call for the body. His time is valuable and he should 
not be required to make unnecessary trips to the insti- 
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tution, nor be required to wait around indefinitely until 
the examination is completed; (5) the name of the at- 
taché of the hospital phoning the call to the undertaker 
should be signed to the request form to fix responsi- 
bility, for reasons to be discussed more fully in another 
part of this report. 


Be Fair to the Undertaker 


The undertaker is resentful towards the medical pro- 
fession, and justly so, for a total disregard of his inter- 
ests in the past. The reasons for and the correction of the 
same may be summarized as follows: 

(1) In many institutious there is a system of graft, 
from the superintendent’s office down, by which a cer- 
tain undertaker is favored. The undertakers desire that 
this system be abolished. They are willing to do their 
part by dropping from membership in their associations 
undertakers who are following this pernicious practice, 
and in return request that the institutions discharge em- 
ployees who are guilty of this offense. Certain institu- 
tions, as a matter of routine, are in the habit of referring 
all families to one specified undertaker, the question of 
graft not being at all involved. The undertakers request 
that this procedure be discontinued. In the smaller com- 
munities a list of reputable qualified undertakers could 
be used, and the undertakers recommended in turn. When 
the undertaker knows that his interests are being served 
by an institution, he will cooperate in every way with the 
authorities of that institution. 

(2) When the undertaker receives notice to call for 
a body, he does so immediately, as a matter of self- 
protection. Numerous incidents may be cited where a 
change has been made in the undertaker, on account of 
interference on the part of institution employees, the 
undertaker first engaged losing out. Therefore, when the 
call is received he hastens to the institution to remove 
the body, because once it is in his possession, the pos- 
sibility of a change being made is remote. The under- 
takers recommend that a record be kept by the institution 
of the name of the person telephoning to the undertaker 
to call for the body, in order to fix the responsibility for 
making the call. 

(3) The body too often is not given proper attention 
after death. The duties of an undertaker are more 
numerous than any physician can realize. One of his 
functions in assuming charge of a body is to embalm 
it properly, and have that body make the best possible 
appearance on the day of the funeral. Therefore, it 
is to his interest that the proper care and attention be 
given a body from the time death occurs until it is 
delivered to him. This care should be observed not 
only in institutional work, but also in the home. Need- 
less to say this is a responsibility that rests upon the 
medical profession to see that everyone caring for 
the body is properly instructed. Discontinue tying up 
the lower jaw, because at times a mark is made on the 
face that cannot be obliterated by embalming. Instead 
use a roller bandage of sufficient length, or other sup- 
port, one end of which rests on the upper part of the 
sternum, the other end under the chin. The end of the 
support under the chin should be padded in order not 
to bruise the tissues. The arms should be folded across 
the body and tied. The head and shoulders should be 
elevated sufficiently to allow drainage of the blood from 
the head and neck. 

Institutions should be provided with proper refrigerat- 
ing equipment in order that the body may be cared for 
until delivery to the undertaker. In warm weather, and 
when the death occurs at night, and the body is being 
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held until the next day for the autopsy, the preservation 
of the body is very important. An undertaker cannot be 
expected to embalm a partially decomposed body and have 
it presentable for a public funeral. 

(4) Death certificates should be issued immediately, 
in order that when the undertaker calls at the institu- 
tion for the body the certificate will be ready, and he 
will not be kept waiting. When the death occurs at home, 
the certificate should be issued promptly in order that 
when the undertaker calls at the physician’s office for it 
he will not be kept waiting, or will not be required to 
make unnecessary trips. One undertaker reports having 
made five visits in one day to a physician’s office before 
securing the certificate. 

The following points to be observed in performing 
autopsies have been adopted by the Philadelphia Hos- 
pital Association and the Embalmers Association of Penn- 
sylvania, and therefore are recommended as a standard 
technic to be observed in the making of all autopsies in 
this commonwealth: 

1. Routine incision should consist of a mid- 
line incision extending from below the spura- 
sternal notch to the symphsis pubis, except 
where there are special indications for other 
procedures, in which case every precaution 
should be taken to prevent disfigurement. 

2. The aorta should be examined in situ, if 
possible, but if removed, the left carotid and 
innominate arteries should be ligated, leaving 
eight inches of ligature attached. In general, 
the circulatory system should be kept as near 
intact as possible. To do this it is absolutely 
essential to ligate all vessels before removing 
any of the viscera of chest or abdomen. 

3. The rectum should be ligated below the 
point of incision. 

4. In removing the brain, the scalp incision 
should extend from ear to ear over the vertex. 
After removal of the scull cap and the brain, 
leakage from the carotid arteries should be 
prevented by plugging, putty, plaster of Paris, 
or other means. When plaster of Paris is used, 
especial care should be observed to permit it 
to dry before closing the skull. 

5. The head and shoulders should be kept 
raised during the examination in order to allow 
the blood to drain away. 

Note: The head and shoulders should be 
kept raised at all times after death, both in the 
wards and mortuary. 

6. After the completion of the examination, 
blood and other stains should be completely 
removed, and incision tightly and neatly closed. 

The committee submits the following conclusions and 
recommendations: (1) The medical profession must real- 
ize that it is responsible in a large measure for much of 
the antagonism to autopsies on the part of the under- 
taker because of the careless manner in which post- 
mortems are held in most institutions. The average un- 
dertaker is a very unlearned, ignorant man, in a business 
distasteful to most people—a negative business, hence it 
is impossible to reason with him. The unfortunate thing 
is that most of our undertakers are recruited from this 
type, and many of them are men who have been unable 
to find their vocation in life. They are now emerging. 
The State Board of Undertakers is trying to license higher 
grade men than in the past. A higher standard of re- 
quirements is being exacted. Their state association is 
frowning on the dishonest members, and seeking for better 
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education, and the giving of greater service at less cost to 
the public. Their contact with the doctor is very close, 
and we should do our part to instruct them. 

(2) That the general information imparted in this 
report be used to advantage by the institutions and the 
individual physicians, in correcting existing conditions. 

(3) The necessity for educating the public, the med- 
ical profession and the undertakers to the value of and 
the benefits derived from postmortems. This survey 
shows that the scientific zeal of any institution very 
largely may be judged by its low mortality rate and its 
high postmortem rate; that the medical executive’s de- 
partment and the medical staff are directly to blame for 
a low postmortem percentage; that there are no ob- 
stacles that cannot be removed, in so far as religion, race 
and the undertaker are concerned. 

(4) The postmortem percentage can be increased in 
any institution if the interns are properly instructed 
not only on how to secure permission, but in addition, 
on the value of the autopsies to the interns themselves 
and to the institution. 


Staff Attitude Important 


(5) The visiting staff, intern staff, the superintend- 
ent, and the nursing staff must be wide awake, inter- 
ested, and enthusiastic in obtaining autopsies. The 
interest, however, must not be carried to a degree be- 
yond which more harm than good may be done. The 
greatest tact must be employed. 

(6) The treatment and courtesies extended to pa- 
tients and their relatives and visitors often make it easy 
to obtain permission for an autopsy. The members of the 
visiting staff and the interns, by showing a personal in- 
terest in the patient, conversing with patient’s relatives 
and friends, answering their inquiries, make it much 
more difficult for the family to refuse permission. 

(7) The clergy, including Protestants, the priests and 
the rabbis, should be invited to attend one of the staff 
meetings of the community institution, and their at- 
tention should be called to the necessity of postmortems, 
thereby winning their cooperation. The undertakers 
should be included. 

(8) An institution is more likely to show interest in 
an undertaker who cooperates than in one who is antag- 
onistic. The undertaker, from a selfish standpoint if no 
other, should bear this in mind. Undertakers of good re- 
pute, who are well known and competent, offer no ob- 
jections. The smaller establishment which has but medi- 
ocre ability, is the one most apt to influence the family. 
The Negro and Jewish undertakers are the most difficult 
to handle. 

(9) The result of the district meetings, when the local 
associations of undertakers were addressed by a medical 
speaker, proved to be most beneficial, showing a spirit of 
cooperation and a keen desire on the part of the under- 
taker to help and to be helped. This reached its climax 
when the medical speaker addressed the annual session of 
the Funeral Directors Association of the State of Penn- 
sylvania. 

(10) The report herewith submitted should be printed 
by our state society in order that a copy may be sent 
to each of the institutions in the state. In this way the 
recommendations made for the securing of permission 
for an autopsy, the care of the body (whether a post- 
mortem is done or not), the care of the body after 
autopsy, the technic for making an autopsy, may be placed 
in the hands of the administrative officers of the institu- 
tions, whereby the errors now being committed may be 
corrected. 
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COMBINING X-RAY AND PHYSIOTHERAPY IN ONE 
BUILDING 


progress during the past half year at the Rhode 

Island Hospital, Providence, R. I., as the result of 
the increased facilities provided in the Grosvenor Memorial 
building. Until a ydar ago the hospital was struggling 
to produce its forty-three radiographs a day, for that was 
the average, with inadequate equipment in crowded quar- 
ters on the ground floor of the main building. Realizing 
the pressing need for a separate building to house the 
x-ray and physiotherapy departments, the trustees de- 
cided two years ago to erect a building for that purpose. 
When the building was nearing completion, the construc- 
tion as well as the entire equipment, a sum now repre- 
senting more than $200,000, was made a gift by Miss 
Rosa Anne Grosvenor, in memory of her parents Dr. and 
Mrs. William Grosvenor, for many years residents of 
Providence. 

This new one-story building, situated between the main 
building and the southwest pavilion, is 108 feet long, 
sixty-three feet wide, an ample area for housing the 
extensive equipment that makes the x-ray and physio- 
therapy departments of this hospital outstanding for their 
scope and quality of work. 


X pres work and physiotherapy has made marked 


Tunnel Leading to Main Building 


The building has a long corridor extending north and 
south through the x-ray rooms with access to the tunnel 
at the north leading to the main building. At the south 
end is a private entrance opening upon a driveway. 


The rooms of both departments are separated by parti- 
tions that do not extend to the ceiling, an arrangement 
that affords an abundance of light and air. At the north 
end of the x-ray departments is a large waiting room 
for patients; a room in which radiographic plates may be 
examined, and an information desk where all records are 
kept. The department is divided into twelve rooms to 
facilitate the handling of many cases simultaneously. 
The walls and doors of the corridor are insulated with 
interlinings of one-eighth inch thick sheet lead as are 
the doors of the operating rooms, to protect the workers 





from the effects of continued x-ray exposure. The doors 
themselves are of two thicknesses of heavy oak with lead 
sheeting between the two parts. 

The entire apparatus is thus isolated from the main 
part of the building in this thoroughly insulated room. 
This precaution has been taken to protect both patients 
and operator, for in the past severe injuries have been 
sustained through the lack of proper protective meas- 
ures. 

The apparatus controlling the x-ray machines is housed 
in separate rooms so arranged that the operator may 
stand in the control room and see what is being done 





The picture at the left shows patients undergoing 
ultra-violet ray treatment by means of the quartz 
light. The patient in the above picture is receiving 
a diathermy treatment for the relief of stiff joints. 


in the x-ray room through small panes of 
lead glass set in the doors. 

Equipment for the department consists 
of a complete x-ray outfit, deep therapy 
apparatus, and a separate cystoscopic room. 
In the cystoscopic room the x-ray apparatus 
is placed in the examining table itself so 
that the patient does not have to be re- 
moved from the examining or operating 
table to be x-rayed. 

The fluoroscopic room in which no sun- 
light penetrates, is finished in black. Dur- 
ing preliminary work it is lighted by a 
large red drop-light from the ceiling, but 
during the operation of the fluoroscopic ap- 
paratus the room is kept dark. Another 
dark room is provided where the plate- 
holders are loaded and radiographs devel- 
oped. 

Another room set aside for the treatment 
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of cancer and other malignant diseases has as power- 
ful apparatus as is found in hospital usage. It con- 
sists of twin machines with separate transformers 
capable of delivering 300,000 volts. The x-ray tube of 
this apparatus is inclosed in a large lead-lined cylinder 
to protect the patient as well as the operator. The x-ray 





Lead-lined x-ray tube holder with the patient on the table ready for 
treatment. 


emanating through the smaller opening at the bottom of 
the cylinder is reduced in intensity by being filtered 
through thicknesses of copper and aluminum. 

The physiotherapy department is in charge of a di- 
rector and three technicians. The equipment includes two 
ultra-violet lights, two pieces of diathermy apparatus, 
six electric bakers, one piece of sinusoidal apparatus, two 
electric vibrators, two quartz lights, and four pieces of 
gymnasium apparatus. The hydrotherapy equipment in- 
cludes four whirlpool baths, shower baths and needle 
sprays. 


Gymnasium Apparatus for Crippled Children 


The gymnasium apparatus is used particularly for 
crippled children who have been victims of infantile 
paralysis and spinal afflictions, and for faulty posture 
and malnutrition cases. The diathermy apparatus, which 
includes high frequency currents, is used for fracture 
cases and for the treatment of arthritis. 

The water cooled quartz lamps are used especially in 
the treatment of ulcers, open sinuses, nose and throat 
work. As the hospital receives a comparatively large 
number of poliomyelitis cases, in connection with the 
physiotherapy work, infantile paralysis clinics are held 
three times a week, with an average attendance of twenty 
children. 
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SAVING MONEY BY SEWING 


Inasmuch as hospitals cannot make money in the 
same sense as commercial enterprises do, the next best 
step, economically, is for them to save what they can. 
Large hospitals are in a particularly advantageous posi- 
tion to save and some of them have shown rare business 
judgment in the methods employed. 

One example of a saving effected that is particularly 
apt is that of the “factory” or the sewing room of the 
Presbyterian Hospital, Chicago. An unbelievably long 
list of garments, sheets, covers, towels, bandages and 
binders, bags, aprons and other products of cloth fabrica- 
tion can be made there. 

This workroom has many advantages for a large hos- 
pital. The methods used on the garments and gowns 
are such that only first-class workmanship enters into 
the making. Double seaming, stout neckbands and extra 
features are given special care. Scraps from the gowns 
and other products are used to make single T and double 
T binders, utensil holders for kitchen use, slings and 
many other small pieces that are needed around any hos- 
pital. 

Nearly all the towels used in the institution, are made 
in this room. Laundry bags of heavy material, mattress 
covers, pillow covers and bags used in the kitchen for food, 
are also made in the sewing room. The entire list of 
caps used by nurses, orderlies, interns and surgeons are 
fabricated. 

Then there is a list of miscellaneous articles that in- 
cludes children’s underclothing, morgue sets, arm splints, 
tablecloths, eye patches, ether-cone covers, table pads, 
door hushers and a score of other things. 

The final cuttings and scraps, too small to use for any 
other purpose, are shredded and sent to the boiler rooms 
where they are used for wiping in place of cotton waste. 
All marking of linen is done in this room. There are 
about ten people employed, under the supervision of 
Mrs. A. Sherman, who has been with the hospital for 
several years. 

The department pays for itself many times over and 
has proved to be satisfactory from every standpoint. The 
yard goods purchased is of the best quality obtainable for 
the usage it will get when fabricated. Another feature 
is that all of these articles are available immediately upon 
requisition and delays are avoided. 





WHAT IS REQUIRED OF THE TEACHING 
HOSPITAL 


The graduate medical school needs a teaching hospital 
with a daily average of 200 or more patients and an 
out-patient department with an average of 100 or more 
patients daily; or, if teaching is limited to a single 
specialty, a hospital of not less than twenty-five patients 
daily and an out-patient clinic of not less than fifty pa- 
tients daily. These are requirements for graduate medi- 
cal education in the United States as set forth by the 
Council on Medical Education in the Journal of the Ameri- 
can Medical Association, August 22, 1925. 

It further states that the hospital should have sufficient 
clinical material to enable it to provide satisfactory clinical 
study in the specialty or specialties for which opportu- 
nities are offered. In connection with the courses for 
general practitioners, ample clinical material should be 
available so that the student may be given the opportu- 
nity personally to examine patients in wards and in the 
out-patient department and to make the essential labora- 
tory examinations. 
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‘WHAT THE SURVEY SHOWS ABOUT HOSPITAL 
CONDITIONS IN CINCINNATI* 


By A. C. Bachmeyer, M.D., Superintendent, 


Cincinnati General Hospital and Chairman, Hospital Survey Committee, Cincinnati 


undertaken by the Helen S. Trounstine Foundation 

at the request of the building fund committee of 
the Community Chest and Council of Social Agencies, the 
committee whose responsibility it is to recommend for 
endorsement the campaigns for building purposes pro- 
posed by the agencies receiving funds from the commu- 
nity chest. A number of hospitals had tentative plans 
for expansion, and in anticipation of the formal request 
for endorsement of campaigns for raising money to carry 
out the projects, the committee decided to get facts on 
the situation, whether expansion was needed, and if so, 
in what direction. 

A committee of eleven, with Dr. A. C. Bachmeyer as 
chairman, was appointed to supervise the making of the 
survey with Miss Mary L. Hicks, educational director of 
the Public Health Federation, as director. 

This committee held its first meeting in January, 1924. 
It was apparent from the beginning that the scope of the 
survey would necessarily have to be limited if the findings 
were to be available within a reasonable period of time. 
Accordingly, the committee decided to exclude from the 
study the consideration of clinics and dispensaries, hospital 
social service and nursing, realizing, however, that all 
have a distinct bearing on the hospital situation. 

Data began to be gathered in March. Questionnaires 
were used for securing hospital information of a general 
nature, a hospital census was made to get a picture of 
the hospital population on a given day, questionnaires 
were sent to physicians and surgeons to get the hospital 
situation from their point of view. The reports made 
by the hospitals to the state department of health were 
available for financial and other statistical data, and the 
bureau of vital statistics of the Cincinnati Health De- 
partment supplied the vital statistics. 


a = survey of hospital facilities in Cincinnati was 


Approach from Community Viewpoint 


The Cincinnati survey approaches the hospital problem 
from the community point of view and anticipates the 
time when hospitals will jointly plan to serve the citizens 
of the community. Throughout the years, hospital devel- 
opment in this, as in other communities, has not been 
planned in relation to the community’s program for the 
health of its people. New hospitals have come into ex- 
istence, and already established ones have expanded as 
they saw the need and could procure funds. 

A study of the hospital situation in Cincinnati disclosed 
the following facts upon which such a hospital plan should 
necessarily be based. 

There is no need at the present time for additional beds 
for acute cases, as indicated by the number of beds per 
1,000 population. There is, however, a need for greater 
flexibility of beds for acute cases. 

During the year 1923, a comparatively low average of 
occupancy was found to have existed in the hospitals. 
Considerable fluctuation occurred throughout the year 
with distinct seasonal trends. Even in the most crowded 
months, at all times beds were available in some of the 
hospitals. 


*A review of the survey of Cincinnati hospitals made by Ma . 
Hicks under the supervision of the Helen S. Trounstine Foundation. ™ 


A comparison of the room rates and the per capita 
costs shows that only a small percentage of rooms are 
rated at or above the cost of service. Earnings from 
extra charges are depended upon to meet a part of the 
loss sustained in the operation of the hospital. 

A study of the cost of the maternity service shows 
that the cost of confinement in a hospital is less than 
that for equivalent care in the home. No visiting nurse 
service is available at the time of delivery for cases of 
private physicians. 

Only a comparatively small number of patients are not 
able to secure accommodations in the hospitals upon ap- 
plication. Of the number who do not secure accommoda- 
tions at the hospital of their first choice, over one-half 
are accommodated at another hospital immediately. Only 
one hospital maintains a large waiting list. 

A study of the questionnaires submitted to the physi- 
eians gives the impression that there is little unity of 
opinion among the physicians as to the hospital needs 
of the community. 

There are 32.8 per cent of the physicians and surgeons 
of Cincinnati on the staffs of the general hospitals. A 
larger number of patients in the hospitals are referred 
by staff physicians than by other physicians. There is 
little variation in the type of accommodation occupied by 
the patients of staff and other physicians. 


Two Convalescent Homes 


Only a small percentage of the patients discharged 
from the hospitals are referred to the convalescent homes 
of which there are two, the Jewish Convalescent Home 
for both children and adults, and the St. Michael’s Con- 
valescent Home for adults only. While the number of 
beds in these convalescent homes is inadequate to care 
for all those who should have convalescent care, the degree 
of occupancy of the present accommodations is low. Lack 
of understanding on the part of the patients as to the 
importance of convalescent care, the desire to resume work 
immediately upon leaving the hospital, and, in some in- 
stances, the absence of hospital social service, account 
for the failure to make the best use of the present facili- 
ties. 

There are no convalescent facilities for non-Jewish chil- 
dren under twelve years and none whatever for negro 
adults or children. 

Chronic and so-called incurable cases are occupying beds 
in the general hospitals intended for acute cases. This 
situation exists because of the inadequate provision for 
these cases in other institutions. If the chronic and so- 
called incurable cases are cared for in other institutions, 
a considerable number of beds in the general hospitals 
can be released for acute cases as the need arises. There 
is an urgent need for facilities to care for cancer pa- 
tients, particularly those requiring surgical dressings. In 
the interest of research and teaching additional facilities 
are needed at the Cincinnati General Hospital for the care 
of neurological patients who, because of paralysis or 
other involvements, have become incurable. 

Hospital facilities are available for the care of from 
50 to 60 per cent of the expected births in Cincinnati and 
Hamilton County. The occupancy of beds in the maternity 








ho! 


— a a =: of 


ita 
are 
om 
the 


WSs 


ian 
rse 


10t 
la- 
alf 
ly 
si- 
of 
ds 
ns 


ad 


Vv 











Uctober, 1925 


homes is low, indicating that physicians, visiting nurses, 
and social workers are not availing themselves of the 
opportunity to refer women desiring moderate priced ac- 
commodations to these homes. 

Vital statistics for the five-year period from 1919-1923 
indicate that the increased use of hospitals for confine- 
ments and increased prenatal work has not reduced the 
maternal mortality or stillbirth rates. 

Cincinnati hospitalized but a small percentage of the 
cases of acute communicable disease. Patients are being 
cared for in homes under unfavorable conditions where 
there is ample opportunity for transmission of disease to 
other members of the family. Visiting nurse service is 
available only in a limited number of acute communicable 
disease cases. 

The number of beds at the Cincinnati Tuberculosis 
Sanatorium is insufficient to care for all the patients who 
should be admitted. 

No provision is made at the sanatorium for children 
with active tuberculosis. The children’s building is 
equipped to care for poorly nourished and pre-tuberculous 
children, but with the present nursing personnel it cannot 
admit children under five years of age. 

Except at the Cincinnati General Hospital, no provision 
is made for the hospitalization of venereal disease cases. 


Negro Problem a Grave One 


The negro population constitutes a grave health prob- 
lem because of the increasing number residing in the 
city and the deplorable conditions under which they live. 
Sufficient accommodations for the hospital care of indi- 
gent negroes have been available at the Cincinnati General 
Hospital up to the present time, but if the number of 
patients admitted continues to increase, additional ac- 
commodations for that group must be provided there by 
reassignment of wards. Proper accommodations for the 
negro who is able to pay for a part or all of his care 
are not available in this city. The lack of such accommo- 
dations works a hardship not only on the patients but 
on the development of medical science. 

There exists at the present time no policy in the social 
agencies relative to the hospitalization of clients. 

As a result of these findings, the following recom- 
mendations were made. 

1. That in order to carry out the recommendations of 
the survey and to afford an opportunity for joint plan- 
ning, a hospital council representing the hospital super- 
intendents and trustees, the Academy of Medicine, and 
the public be formed. 


That at least for the present, no building programs in- 
volving the construction of additional beds for acute 
cases be undertaken. 

A central clearing house for the use of physicians in 
placing patients suggests a possible solution of the prob- 
lem of connecting the available accommodations with those 
who desire them. 

From the available facts on the degree of use of the 
present hospital facilities, the variation in the time of 
peak loads, and the patients unaccommodated on appli- 
cation, it is evident that there are always empty beds 
in the hospitals, that when certain hospitals are full 
others are not. 

2. That a program be worked out for the care of the 
convalescent patients discharged from the hospitals. To 
carry out this recommendation, it is suggested that: 

A committee representing medical and social interests 
of the community be organized to study the problem of 
convalescence. 

That the accommodations at St. Michael’s Convalescent 


Home at Terrace Park be increased. 
Inasmuch as the city has assumed the responsibility 
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for the care of the acutely sick poor, it should also make 
provision for their convalescent care. 

The hospitals adopt a — whereby patients whose 
homes are unsuitable for convalescence will be transferred 
to convalescent homes as soon as they are no longer in 
need of hospital care. Experience has shown that there 
are difficulties to be overcome before such a policy can 
be effective. Patients do not appreciate the need for 
convalescent care, and are anxious to return to their homes 
and resume work upon leaving the hospital. A program 
of education is indicated, in the execution of which hos- 
pital social service can play an important réle. 

Hospital social service be established in all hospitals. 
Preparatory to this, a study should be made to determine 
the type of service needed. 

38. That a program be worked out for the care of the 
chronic and so-called incurable cases, including increased 
facilities and improved medical and nursing supervision. 
In order to carry out this recommendation, it is suggested: 

The Hamilton County Home be affiliated with the Medi- 
cal College and the Cincinnati General Hospital in order 
that the hospital department of the home may benefit by 
the medical and nursing supervision of the Cincinnati 
General Hospital. 

A service be developed in an institution, preferably a 
hospital, for all types of cancer. 

Arrangements be made in the Cincinnati General Hos- 
pital, in the interest of research and teaching, for the pro- 
longed care of neurological patients who, because of 
paralysis or other involvements, have become chronic or 
incurable. 

Medical staffs be organized in all hospitals and insti- 
tutions caring for chronic and so-called incurable cases, 
and secure the adoption of a medical program in each 
hospital or institution. 

A committee of members of medical staffs of institutions 
be organized to stimulate interest and elevate the stand- 
ard of medical work in chronic diseases. 

The present policy of requiring a certificate of “good 
health” for admission to the homes for the aged be 
changed in order to accommodate chronic and so-called 
incurable cases. 

The staff of the Visiting Nurse Association be enlarged 
in order to give additional home care to chronics and 
so-called incurables. 

Discharged chronic patients be followed-up through out- 
patient departments. 

The number of attendants at the Home for Incurables 
be increased. 

4. For maternity cases: 

The use of facilities in the maternity homes be en- 
couraged. 

The amount and type of care and supervision given 
pregnant women in the prenatal clinics and in their 
homes be studied. 

A delivery service be added by the visiting nurse asso- 
ciation to their prenatal and postpartum service. 

5. For acute communicable diseases: 

The Visiting Nurse Association’s service be increased in 
the homes of patients suffering from acute communicable 
diseases. 

More cases of communicable disease be hospitalized. 

6. For tuberculosis: 

Building No. 3 at the Cincinnati Tuberculosis Sana- 
torium be reconditioned to provide room for additional 
patients now occupying beds in the solariums of the newer 
buildings. 

Provision be made at the sanatorium for the care of 
children with active tuberculosis. 

The nursing personnel of the children’s building be in- 
creased to care for children under five years of age. 

7. For venereal diseases: 

The question of the advisability of providing accommo- 
dations for the care of patients of private physicians suf- 
fering from venereal disease be referred to medical staffs. 

A policy for the hospitalization of clients of social 
agencies be formulated. 

A health center be established in the larger negro 
neighborhood providing dispensary services for all and 
hospital service for those able to pay. 

The basic room charges and laboratory fees be studied 
in connection with the cost of service and income in order 
to arrive at a more scientific basis for all charges made. 
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PASTEURIZED MILK FOR PUBLIC INSTITUTIONS 


By R. W. Archibald, Bacteriologist, Division of Sanitation, 
Minnesota State Board of Health, Minneapolis, Minn. 


SAFE milk supply is one of the essentials necessary 

to the protection of the health of the residents of 

hospitals, sanatoriums or other public institutions. 
That sufficient attention is not always given to obtaining 
a safe milk supply for such institutions is indicated by the 
milk-borne epidemics that continue to occur from time 
to time. An epidemic of 106 cases of paratyphoid fever, 
which occurred among the patrons of a cafeteria operated 
at one of the state institutions in Minnesota, has been re- 
ported recently by Wade and McDaniel.* The report 
states that bulk milk was the medium through which the 
infection was transmitted. 


Survey Shows Milk Unsatisfactory 


The Minnesota State Board of Health undertook, in 
1918, a survey of certain public institutions located 
throughout the state with the view of preparing definite 
standards for the guidance of institutional authorities in 
the selection of a milk supply. The survey showed that 
the milk supply of many institutions was unsatisfactory 
from the standpoint of health, and offered considerable 
opportunity for the spread of communicable disases. This 
was especially true at institutions located outside the cor- 
porate limits of a city or village where the milk supply 
was obtained from dairies in the immediate vicinity. 
These dairies were not under the supervision gf a muni- 
cipal health department so that there were no definite and 
uniform requirements governing the methods under which 
the milk must be produced and handled. Any routine bac- 
teriological and chemical determinations must be made at 
the institutions where facilities were not always available 
for carrying on such examinations. It was found that 
infection of a supply might occur not only at the dairy 
but that there was considerable danger of serious con- 
tamination attending the method of handling the milk 
after it reached the institution. This was particularly 
true in cases where the milk was delivered to the in- 
stitution in eight or ten gallon cans and the milk dipped 
from the cans. into pitchers or similar containers. Under 
this method of serving, there was considerable exposure 
of the milk with possibilities of infection from external 
sources as well as by employees handling the milk who 
may be chronic carriers of disease. In serving bulk milk, 
it is also very difficult to.maintain a uniform butter fat 
content and instances were observed where patients on a 
milk diet were receiving skimmed milk. 

When the cream has completely risen on a can of milk, 
a very thorough mixing is necessary in order to distribute 
the butter fat uniformly through it, and this mixing must 
be done each time that milk is taken from the can. Ob- 
servations made at several institutions showed that, when 
dipping milk, employees did not always take sufficient pre- 
caution to mix it thoroughly, and the examination of 
samples taken from the cans when nearly empty showed a 
low butter fat content in almost every instance. There 
was also a tendency on the part of the employees to skim 
cream from the top of the milk for use on cereals, and in 
coffee. 

This survey indicated conclusively that there was a need 
for definite requirements for the control of the milk 





_*Report of an Epidemic of Paratyphoid Fever in Patrons of a Cafe- 
teria By E. M. Wade, M.A., and O. McMcDaniel, M.D., Minneapolis, 
reprinted from The Journal of the American Medical Association, Nov. 
1, 1924, Vol. 83, pp. 1416-1420. 





supply of hospitals, sanatoriums, and other public in- 
stitutions, and as a result the State Board of Health 
adopted the following recommendations: 


Recommendations of State Board 


1. Since pasteurization is universally recognized as 
the most dependable and economical method of rendering 
milk safe, pasteurized milk should be provided at public 
institutions except where raw milk of a grade equivalent 
to certified is used. Either class of milk should be ob- 
tained from a dairy or pasteurization plant where the 
equipment and methods of handling comply with the regu- 
lations of the State Board of Health. 

2. Facilities should be provided at the institution for 
storing the milk at a temperature below 50° F. and ina 
place where it will not be exposed to odors or contamina- 
tion. 

3. The milk for drinking purposes should be served 
in the bottles in which it is placed at the pasteurization 
plant, except where the condition of the patients makes 
it impractical. 

The serving of pasteurized milk in one-half pint bottles 
(bottled at the plant) has proved to be practical at the 
institutions where this method has been adopted and has 
not increased materially the cost of the milk. At the 
larger institutions, the installation of pasteurizing and 
bottling apparatus should not only insure a safe and 
uniform milk for the patients, but should reduce the cost 
of the supply. That this can be accomplished is shown 
by the results obtained at the Glen Lake Sanatorium, Oak 
Terrace, Minn. This sanatorium has recently been en- 
larged and has at present a capacity of 600 patients. 
It is located approximately ten miles from Minneapolis 
and is operated by the Sanatorium Commission of Henne- 
pin County. 


Pasteurized Milk from Dairies Prohibitive 


It was not possible to obtain a pasteurized milk supply 
for this institution nearer than Minneapolis but it was 
found that an adequate supply of milk for pasteurization 
could be secured from dairies located within the im- 
mediate vicinity. A thorough survey of the situation, 
made by Dr. E. S. Mariette, superintendent of the sana- 
torium, indicated that the installation of pasteurizing 
equipment at the sanatorium and the purchase of milk 
from nearby dairies would be more economical than to ob- 
tain a pasteurized supply from Minneapolis. Raw milk 
that could be considered safe for consumption would have 
to be produced and handled under conditions similar to 
those required for certified milk. Since this grade of milk 
sells for approximately twenty cents a quart, the cost 
would make its use prohibitive at this institution. 


Sanatorium Has Its Own Plant 


Upon the recommendations of the superintendent, a 
complete plant for the pasteurization of milk was in- 
stalled and placed in operation at the Glen Lake Sana- 
torium in October, 1924. The plans and specifications for 
this plant were approved by the State Board of Health 
and the equipment methods of pasteurization comply with 
the regulations of the board governing the pasteurization 
of milk. It is located in the basement of the dining hall 
and provides a pasteurizing and bottling room, a wash 
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room and a refrigerator room. The rooms are provided 
with adequate light and have tight floors, walls and ceil- 
ings. They are not used for purposes other than for the 
pasteurization and bottling of milk, and the operations 
incident thereto. 

The milk is obtained from seven dairies located within 
a radius of three miles from the institution. The milk 
arrives between eight and nine o’clock in the morning and 
is that produced the previous evening and in the morn- 
ing of the day of delivery. It is purchased by weight 
and on a butterfat basis. A bonus is paid to the indi- 
vidual producers based on the sanitary quality of their 
milk as determined by laboratory examinations and dairy 
inspections. Under this method the dairymen are stimu- 
lated to carry out proper methods in the production and 
handling of the raw milk. Approximately 200 gallons of 
milk are pasteurized daily at the present time. 

The milk flows by gravity 
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ess, and there was no apparent contamination during the 
cooling, bottling and storage process. 

The low bacterial content of the empty bottles as shown 
in the following table indicates that the automatic washer 
as operated on that date effectively sterilized them: 

Total number 


Sample of bacteria 
% pint bottle after sterilization.............. 40 
% pint bottle after sterilization......... anees 30 
% pint bottle after sterilization.............. 30 


All milk used for drinking purposes at the institution 
is served to the patients in %-pint bottles in which it is 
placed in the pasteurizing room. It is taken to the diet 
kitchens on trucks shortly before it is to be used. Fa- 
cilities are provided in the diet kitchens for storing milk 
at a temperature below 50° F. 

It is estimated by the superintendent (figures obtained 

after the plant had been op- 





from the weighing tanks 
through approximately four 
feet of sanitary piping to 
the receiving tank located 


is pumped through approxi- 
mately fifteen feet of sani- 
tary piping to a 350-gal- 
lon insulated glass-lined 
tank in which it is heated, 
held and cooled. A _ re- 
cording th2rmometer is pro- 
vided which shows the tem- 
perature to which the milk 
is heated, the length of time 
it is held, and the temper- 
ature to which it is cooled. 
The charts are dated and 
changed daily and placed on 
file in the steward’s office. 
An examination of these 


resulted. 





A Serious Problem 


in the pasteurizing room. It he some localities the milk supply for institu- 

tions is a serious problem, especially if they 
are located outside the corporate limits of a muni- 
cipality and no supervised supply is available. 
Investigations of state boards of health indicate 
the need of pasteurized milk for hospitals and 
other public institutions. 
procure a pasteurized milk supply within a prac- 
tical shipping distance. 
stitutions to install their own pasteurizing equip- 
ment. The Glen Lake Sanatorium obtains its 
milk from seven dairies in the vicinity and pas- 
teurizes it in its own plant. It is estimated that 
a saving of from $7,000 to $8,000 a year has 


erating two months) that a 
saving of approximately 
$7,000 to $8,000 per year 
has resulted from the in- 
stallation of the pasteuriza- 
tion plant as compared with 
the purchase price of pas- 
teurized milk from outside 
sources. The contract price 
for the pasteurized milk 
submitted by the milk deal- 
ers and upon which these 
figures are based provided 
for a 3.5 per cent butter fat 
content while the milk now 
served to the patients aver- 
ages 3.75 per cent. 

While this annual saving 
to the institution is un- 
doubtedly an important 
item the outstanding fea- 


It is often difficult to 


This has led some in- 








charts indicates that the 

milk is heated regularly to a temperature of at least 145° 
F. for not less than 30 minutes. The milk is cooled with 
brine, and the recording thermometer charts show that it 
is reduced to a temperature of approximately 45° F. before 
it is bottled. The pasteurized milk is elevated from the 
glass-lined tank by means of a sanitary pump through 
sanitary piping to an automatic bottle filler and capper. 
The bottles are washed and sterilized in an automatic ma- 
chine of the spray type. The refrigerator is cooled with 
brine and has excellent facilities for holding the milk at 
a temperature considerably below 50° F. from the time it 
is bottled until it is taken to the diet kitchens. 

All persons engaged in the pasteurizing and bottling of 
milk, or the washing and sterilizing of milk apparatus, are 
required to pass a medical examination to determine that 
they are not chronic carriers of infectious diseases. 

The following table contains the bacterial counts ob- 
tained from samples of milk collected during an investi- 
gation made at this institution on November 21, 1924: 
Kind of sample Bacteria per c.c. 
Raw milk—composite sample of all producers. . .2,000,000 


Heated, held and cooled—collected from tank... . 700 
Pasteurized and bottled—first case filled........ 600 
Pasteurized and bottled—last of day’s bottling. . 700 
Pasteurized and bottled—previous day.......... 11,600 
Pasteurized and bottled—previous day.......... 700 


The unusually low bacterial counts on all samples of 
pasteurized milk shows that a satisfactory bacterial de- 
struction occurred as a result of the pasteurization proc- 


tures of the present milk 
supply is the fact that every patient is insured of receiv- 
ing milk that is not only uniform in quality but that is 
dependably safe. 





WHY PATIENT'S HISTORY RECORDS SHOULD 
BE KEPT FOR READY REFERENCE 


The patient’s case record is a very necessary part of 
the whole hospital unit and has important aspects seldom 
thought of. Some of the reasons why these histories 
should be kept for ready reference follow: (1) Readmis- 
sion of a patient always necessitates a trip to the record 
room to find why the patient was previously admitted; 
(2) other hospitals often request a resumé of treatment 
and diagnosis of a former patient; (3) lawsuits and com- 
pensation awards are often judged by a study of the 
hospital records, and (4) research work, such as the 
study of groups of symptoms or of the results of using 
a new drug, may be carried out in the record room. 





Many of the forms that are used about a hospital could 
just as well be printed from a cut. A Washington hos- 
pital finds that time and money are saved by using this 
method. A cut is made from the standard form and 
electrotypes are turned over to the printer. The original 
cut is kept in the office storeroom where it is filed ac- 
cording to number. Quick reference is made possible 
by listing cuts alphabetically on a chart on the store- 
room door. 
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The Dietetic Value of Gelatine 


Receives High Recognition 


The edition (6th) of “Diet in Health and Disease” by Dr. Julius 
Friedenwald and Dr. John Ruhrah, published by W. B. Saunders 
Company, Philadelphia, contains the following tribute to the value 
of Gelatine in feeding infants and children. 


6¢7TACOBI in 1879 suggested the use of Gelatine in infant feeding, and 

it has been used some ever since, but only recently has the real 
value of Gelatine in the diet been made more widely known. It is very 
useful in rendering milk mixtures more digestible, preventing both 
gastric and intestinal indigestion by preventing the large hard curds. 
Where the appetite is poor, the addition of Gelatine makes the milk 
more palatable for some children. It is of value in infants who regurgi- 
tate or vomit their food, in diarrhea particularly where there is 
putrefaction. It is useful where gas is formed, either in the stomach or 
intestines, and in fermentative conditions in general. It is useful in 
preventing colic in some babies, and in the breast fed may be given in 
solution just before feeding. In infants who are constipated and who 
have large hard stools which do not adhere to the napkin, the addition of 
Gelatine to the formula usually corrects the difficulty. It is of great 
value in celiac disease, not only in supplying additional much needed 
food, but in correcting the accompanying indigestion. In malnutrition 
the addition of Gelatine to the dietary is of great value, as it is in those 
who have lost weight through operations, fever, or other illnesses. It 
has also been suggested in scurvy.” 


Knox Sparkling Gelatine—highest quality for health—is the pu- 
rest form of plain granulated Gelatine, produced by the most 
scientific methods, and under constant bacteriological and chemi- 
cal laboratory control. It contains no artificial flavoring—no 
sweetening. 

In prescribing Gelatine for the diet, physicians should be ex- 
tremely careful to specify Knox Sparkling Gelatine. 











FREE—TO HOSPITALS 
Every hospital kitchen should have the new book of dietetic recipes 
for Diabetes, Nephritis, High Blood Pressure, Gastritis, Fevers, Obesity, 
as well as for invalids, convalescents and children. 





KNOX 


SPARKLING 


Free from harmful 
acidity, artificial 
coloring, and syn- 


thetic flavoring. 


“The Highest Quality for Health”’ 


In addition to the family-size packages of “Plain Sparkling” and 
“Sparkling Acidulated” (which latter contains a special envelope of 
lemon flavoring), Knox Sparkling Gelatine is put up in 1 and 5 pound 
cartons for special hospital use. A trial package at 80c the pound will be 


sent upon request. 








| 
| 
| 
Charles B. Knox Gelatine Laboratories, 400 Knox Ave., Johnstown, N. Y. | 
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When using advertisements see Classified Index, also refer to YEAR BOOK. 
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ONE WAY THE CENTRAL SER VICE SYSTEM OPERATES 





One truck is being loaded at the steam table while another, seen at the left, is receiving beverages prior to being loaded on the freight elevator. 


HE usual objections raised by patients, namely, that 
ch hot things are not served hot, and cold things cold, 

have been reduced to a minimum by adjusting the 
details of the central service system at the Saginaw 
General Hospital, Saginaw, Mich. There the schedule has 
been minutely worked out so that twelve patients are 
served in the course of two minutes and all patients are 
eating their meal three minutes after the tray truck 
passes the steam table. 

Patients’ trays are handled on open trucks, four shelves 
to a truck, with three trays on each shelf. At serving 
time the trucks are taken, one at a time, to the steam 
table in the main kitchen where the hot foods are served 
on dishes kept hot in compartments in the steam table. 
Each dish is also covered with a hot crockery cover to 
match. 


Time Schedule Minutely Followed 


A schedule has been worked out whereby the nurses 
on each floor know exactly when to expect trays. No 
trays leave the kitchen without being inspected by the 
head dietitian. If there is any delay in serving, nurses 
are instructed to order a fresh tray to replace the cold 
foods. An additional service is given in second servings 
by having a student nurse or dietitian make rounds with 
a thermostatic food conveyor and an electric toaster 
shortly after the trays have been served. 


Only Cold Foods Kept in Diet Kitchen 


Salads, fruits and all cold foods and beverages are 
kept in refrigerators in the diet kitchen on each floor and 
are placed on the trays before serving the hot food. 

All hot foods and drinks, even soups, are served from 
the main kitchen. When the system was first put into 
effect at the Saginaw Hospital difficulty was experienced 
in keeping soups hot, but this difficulty has been elimi- 
nated by covering the soup dishes with crockery covers 


the same as with other hot foods. This feature of the 
service alone has effected a saving of 63 per cent in serv- 
ice costs, according to Mrs. Kate Hard, superintendent 
of the hospital, who says that the whole system has 
effected a great saving in the short time that it has been 
in practice and that it has proved satisfactory from every 
standpoint. 





PROTECTION THROUGH RELEASES 


The patient who “knows more than the doctor” and 
who leaves against his advice always presents a problem. 
But as patients cannot be restrained forcibly, as in a 
custodial institution, the hospital should take the next 
best method of protection and obtain a signed release. 
This is necessary for many apparent reasons. In case of 
death, the release will free the hospital from much blame. 
In case of misrepresentation by the decamping patient 
who may claim he was “thrown out,” the signed release 
will signify that he was not ready for discharge. 

While releases are common among well regulated in- 
stitutions, the following form may be of value as an 


example: 
RECORD OF PATIENT LEAVING WITHOUT CONSENT 
EE Re i toi ee re Patient 


(and to whom it may concern) 

In the judgment of the attending physician, it would be 
against the interests of the health and welfare of the 
patient to be taken from the hospital at this time. There- 
fore, the hospital and physicians advise and protest 
against such removal and disclaim all responsibility in the 
case and for results. 

(Name of Hospital) 
Notice received............ 192.. 


ee ee | 


(Patient sign here) 
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SHOULD THE FUNDAMENTALS OF PUBLIC HEALTH 
NURSING BE TAUGHT TO THE STUDENT ? 


By Effie J. Taylor, Associate Professor of Nursing, 
/ Yale University School of Nursing, New Haven, Conn. 

















> eS 


of nursing, you would probably all agree that knowl- 

edge relating to the principles of heredity, maternity 
and the importance of prenatal care, infant welfare and 
the reduction of infant mortality, the health and develop- 
ment of the school child and the adolescent, food and 
nutrition in relation to health and disease, personal and 
mental hygiene, communicable disease and its prevention, 
measures for the prevention of conditions non-commu- 
nicable, such as are found in cardiac and kidney diseases, 
hygiene and sanitation and methods of recording observa- 
tions, findings and other data, should be included. 


[ss seine the content of a curriculum for schools 











Elements of a Public Health Program 


According to one of the accepted authorities on pre- 
ventive medicine the above subjects together with vital 
statistics, methods of teaching and research constitute 
the principal elements in a comprehensive public health 
program. Exclusive of the three last named subjects all 
are already included in the course of study outlined in 
the more progressive schools of nursing, but, I venture 
to say, in few schools are they taught in such a manner 
that they include the fundamental principles of public 
7 health. The essential differences lie not in the specific 
/ knowledge but rather in the point of view, on what and 
4 how the emphasis is placed, and how the knowledge 
{ which has been acquired is applied and related. 

To interpret the point of view it is first necessary to 
consider the function of the hospital and determine its 
relation and its responsibility to the community. Ac 
cording to modern ideas the hospital has three distinct 
functions: to serve the community (which may, broadly 
interpreted, mean to care for its sick and to teach the 
principles of keeping well); to provide for the education 
of doctors, nurses, and other health workers, and to 
maintain facilities for research. The hospital is a health 
center and might well be termed the “hub of all public 
health activities.” The individual is the unit around 
which the activities center whether in the hospital or in 
the community. The patients and the student nurses 
are the specific units with which the school of nursing 
is concerned whether in the hospital, in the out-patient 
department or in the community. In order that the 
student nurse may be prepared to function satisfactorily 








ia 











as a factor in the plan she must be given a point of 
view which is all inclusive, and this can only be given 
in an organization where every member of the staff has 
had a special preparation and is equipped and experienced 
to impart this knowledge..- 

The daily work of any hospital is time-absorbing. To 
care adequately for the sick patients in the ward usually 
demands the time of every available person—students, 
head nurses, and not infrequently the instructors in addi- 
tion. Thus the tendency is to think in terms of prescribed 
treatments and procedures, of having them carried out on 
time and in a methodical and efficient way, instead of 
stopping to think in terms of education, the reasons why, 
or the future problems of both the student nurse and the 
patient. No doubt, the emphasis at the moment must 
be placed cn the immediate, but if the opportunity to 
serve in a crisis, no matter how skillfully, is all that is 
afforded the student nurse, she will become a mechanical 
doer of procedures only. 





Need for Larger Nursing Staff 





The function of the hospital is to serve the community 
in sickness and to assist in maintaining health, and the 
nurse is conceded to be one of the most active factors 
in forwarding both ends. Obviously the great need in 
the hospital is for a larger staff of workers than we have 
even thought of in order that these important problems 
may be studied from every angle and the student nurse 
be directed in the care of every patient to consider, not 
only the immediate condition with which she is dealing, 
but the causes both hereditary and environmental, that 
were predisposing to it, for all these the patient will have 
to meet when she is about to return to her own particular 
place in the community. The student should be aware of 
the patient’s potentialities to make the necessary adjust- 
ments in order that she may be protected against the 
possibility of a recurrence of her present condition. 

Unusually good theoretical courses of instruction are 
given in many of our schools, but we have not yet made 
the practical application of them as directly as we should 
have done. -Consequently we have lost time, force and 
opportunity because we have taught each subject alone, 
and apart from the particular cases or conditions to 
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The George Memorial Building of the Tafari Makonen Hospital, Addis Ababa, Abyssinia. Erected for Women’s General Mission Society 
of United Presbyterian Church. Architect, John Lewis Beatty, Pittsburgh, Pa. Associates, Walter R. Klicker and William K, Beltz. 


CRANE FIXTURES EQUIP HOSPITAL 7500 MILES AWAY 


By rail 444 miles from Pittsburgh to This was the journey taken by Crane 
New York; by steamer 6532 miles to plumbing materials, and the necessary 
Aden, Arabia; by lighter 150 miles _ installation tools also supplied by Crane, 
across the Gulf of Aden to Jibutiin from Pittsburgh to the capital city of 
French Somaliland; then 490 miles by Abyssinia in northeastern Africa. Where 
narrow-gauge railroad to Addis Ababa, equipment simply must not fail, Crane 
in the Kingdom of Shoa, Abyssinia. plumbing and heating materials are chosen. 


CRANE 


Address all inquiries to Crane Co., Chicago 
GENERAL OFFICES: CRANE BUILDING, 836 S. MICHIGAN AVENUE, CHICAGO 
Branches and Sales Offices in One Hundred and Fifty Cities 
National Exhibit Rooms: Chicago, New York, Atlantic City, San Francisco and Montreal 
Works: Chicago, Bridgeport, Birmingham, Chattanooga, Trenton and Montreal 
CRANE EXPORT CORPORATION: NEW YORK, SAN FRANCISCO, SHANGHAI 
CRANE LIMITED: CRANE BUILDING, 385 BEAVER HALL SQUARE, MONTREAL 
CRANE-BENNETT, Lrv., LONDON 
C!Z CRANE: PARIS, NANTES, BRUSSELS 
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which it might have been related. The case study method 
and greater emphasis on teaching at the bedside insures 
the application of theory to practice and tends to inspire 
the student to search for herself and to make the broader 
application of the knowledge gained in its varied rela- 
tionships. 

The problem of including the fundamental principles 
of public health nursing in the basic training of the 
nurse from an administrative viewpoint entails many 
things. The hospital organization is a complex structure 
and while there are related and similar aims in every 
department, because of the different groups concerned, 
these aims frequently become a series of conflicts. After 
the hospital and school of nursing executives have decided 
upon the necessary machinery to provide an educational 
program the other requisites are a well prepared and 
adequate administrative and teaching staff, a nursing staff 
to supplement the student nurse service, a well worked 
out and coordinated program, a close sympathy and 
relationship between the workers in every department, a 
close relationship between the in-patient and out-patient 
departments in personnel, records and follow-up, an in- 
terested and cooperative relationship to outside agencies, 
and funds for educational work. 


Closer Union of School, Clinic and Hospital 


In endeavoring to include a public health program for 
student nurses it is of first importance to establish close 
contact between the hospital, dispensary and school of 
nursing. There is often so marked a line of difference 
between the departments in their administration that 
their resources have never heen made available to the 
school of nursing. The social service, the dispensary, 
and the hospital are often three distinct units. 

In the New Haven Hospital, New Haven, Conn., with 
which we are connected, the supervisor of nursing in the 
dispensary is professor of public health nursing in the 
Yale University School, of Nursing and is also assistant 
superintendent of nurses in the hospital. This organi- 
zation places at her disposal all the facilities available 
for teaching the student nurses. We feel that public 
health nursing is not a thing apart from other nursing. 
Nursing is an inclusive term and its content should em- 
brace all the fundamental principles relating to the pa- 
tient’s care. Public health nursing simply implies an 
extension of the field with a modification of procedures 
to meet the needs of the more remote environment. It 
sounds a positive instead of a negative note. It places its 
emphasis on health instead of on disease. This emphasis 
is nursing in its broad interpretation and as such should 
be developed at the bedside of the patient in the hospital 
wards, since positive health anc curative measures belong 
together and should be taught simultaneously. 

We believe that the fundamental principles of public 
health nursing can be more satisfactorily taught through- 
out the basic course rather than added at the end of the 
period when the student nurse is related to the field 
through the visiting nurse association. The course should 
not, as it were, be an appendix to the book but should 
be woven into the book itself and form an integral part 
of it. It can be made a part of the content af- every 
course in the curriculum and should begin first .with the 
principles and practice of nursing. = 





Nursing is an art, and needs training for its develop- 
ment; but all the training in hospitals today is not de- 
veloping in most of our licensed nurses the spirit of 
Florence Nightingale who did not quibble over a few 
arbitrary rules.—Nora E. Young, R.N. 


THE MODERN HOSPITAL 





Vol. XXV, No. 4 


A MEASURING ROD FOR SUCCESS IN THE 
NURSING PROFESSION 


Every profession needs a measuring rod to use when 
admitting prospective candidates. In no field is this 
more true than in nursing. In a study made of a large 
city hospital it was found that out of 864 probationers 
entering during a period of ten years, 407 or 4.7 
per cent withdrew without completing their training. 
These withdrawals reveal a great source of expense to 
the hospital, they also indicate a great waste of time and 
effort on the part of many students. 

It was decided that if one knew the reasons why nurses 
leave before the completion of their training, one would 
have some index of the qualities needed for a successful 
nurse. Studies were carried on in five representative 
hospitals. They include a university, a municipal, two 
denominational, and one privately owned hospital. These 
hospitals ranged in size from fifty to twenty-seven hun- 
dred beds. The reasons given for withdrawals were en- 
tered by the superintendent or by one of her assistants. 

These reasons were analyzed and grouped into five 
divisions: 

1. Temperamental. Includes reasons indicated by such 
phrases as “homesick,” “didn’t like the patients,” “didn’t 
like the work,” “didn’t seem fitted.” 

2. Physical. Includes those who found that they were 
not strong enough and those who were taken ill during 
training and for that reason left the school. 

8. Intellectual. Includes those who failed to do well 
enough in their theoretical work to maintain their place. 

4. . Social and economic. Includes those who married, 
who did not have enough money to continue, who were 
needed to help support their dependents or to care for 
them when they were ill, or who accepted positions else- 
where. 

5. Miscellaneous. A small number who could not be 
classified under any one of the above headings, the larger 
percentage of whom left without giving any reason. 

The following conclusions may be drawn as to the con- 
ditions and qualities which will make for the success 
of the student nurse. 

A. The present turnover of probationers is too large 
and involves unnecessary waste of funds and of human 
effort and time. Every effort should be made to select 
more suitable candidates and then having selected them, 
to hold them. 

(1) A more rigorous physical examination at time 
of admission is needed. 

(2) Intelligence tests should be devised to determine 
approximately, at least, whether or not it is probable 
that the student will be able to master the theoretical 

B. As to the possible reduction of those who leave 
for temperamental reasons, the survey on nursing sug- 
gests that the probationary term should be made richer 
in content, and that much of the routine that is of little 
or no educational value be eliminated. The survey further 
suggests that improvement in living conditions would 


-make for greater contentment on the part of the student. 


Florence E. Blazer, The American Journal of Nursing, 
September, 1925. 





The nursing conditions to be met vary from those of a 
housekeeper to a scientific postoperative nurse. Hospitals 
can train women for these extreme grades and for all in- 
termediate grades. The greatest difficulty seems to be to 
hold the nurse to the particular grade of the work for 
which she is trained. This resolves itself into a question 
of honesty.—Long Island Medical Journal. 
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Wayne-soft Water effects several 
worthwhile savings in hospital 
operation. 


For example, it prevents the costly 
replacement of boiler feed lines; 
hot water heaters and auxiliaries 
by eliminating at its source the 
cause of hard water scale formation. 


Then, too, it materially lengthens 
the life of linens and saves at 
least 50 percent of soap and laun- 
dry supplies —a big item in hos- 
pital maintenance. 


Soft water is also no- 
tably better for bath- 
ing, for cooking and 
for drinking. In 
short, Wayne-soit 
Water is not only an 
economy in the mod- 
ern hospital—it is a 
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How Wayne-soft Water Saves 
Money in Hospital Operation 


real necessity in every hard water 
territory. 


Evidence of its value and econ: 
omies is testified to by the instal- 
lation of Wayne Water Softening 
equipment in such hospitals as: 
Sisters of Saint Francis, St. Louis, 
Mo.; L. D.S. Hospital, Salt Lake 
City, Utah; Miami City Hospital, 
Miami, Fla. General Hospital, 
Madison, Wisconsin and a large 
number of other progressive in- 
stitutions inall parts of thecountry. 


FENGA9 CACAO CAO WA CAO ° 
T ee «= We will be very glad 


——~ 


to give you detailed 
information regard- 
ing the application of 
Wayne-soit Water in 
your own institution 
q —write today—no ob- 
: ligation whatsoever. 
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Wayne Tank and Pump Company, 2310 Canal St., Fort Wayne, Ind. 


Branch ces: Atlanta, Boston, Buffalo, Chicago, Cleveland, Columbus, Dallas, Detroit, Kansas City, 
Los Angeles, Minneapolis, New York, Philadelphia, Pittsburgh, San Francisco and St. Louis. Warehouses: 
San Francisco, Philadelphia, London, Eng. and Paris, France. Foreign Offices: London, Paris, Toronto. 


An International Organization with Sales and Service Offices Everywhere 
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When using advertisements see Classified Index, also refer to YEAR BOOK. 
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DIETETICS AND INSTITUTIONAL 
Foop SERVICE 


Conducted by LULU G. GRAVES, 
“7 East 54th Street, New York, N. Y., and MarycA. Foley, Director of Dietetics, 
Kahler Hospital, Rochester, Minn. 








ALL PHASES OF ais: OPEN TO DISCUSSION 
AT EIGHTH CONVENTION 


eighth annual convention of the American Dietetic 

Association to be held in Chicago, October 12, 13, 
14 and 15, at the Edgewater Beach Hotel. The program 
will open Monday morning at ten o’clock with a discussion 
of the two important topics: Dietary care desired by the 
surgeon in preparing patients for operation and after 
operation; and dietary care desired by the obstetrician 
during pregnancy. 

At the luncheon Monday noon reports will be given of 
workers from various districts of the United States and 
Canada. In the afternoon there will be a general round 
table on such topics as the new Journal of the American 
Dietetic Association, the placement bureau and the con- 
stitution, followed by a general business meeting. 

The banquet Monday night is to be thoroughly dietetic 
in nature. The subject at that time will be “Present 
Achievements and Future Developments in Closely Allied 
Fields,” to be discussed by Dean Annie Goodrich, New 
Haven School of Nursing; by 
Dr. Charles C. Burlingame, Co- 
lumbia University and Presby- 
terian Hospital, New York; and 
Dr. Katherine Blunt, Univer- 
sity of Chicago. 

Tuesday morning will be 
given over to the section on 


F cies arrangements have been completed for the 


Ruth Wheeler, president. 














Anna Boller, executive secretary. 


administration, when the problems relating to the efficient 
administration of dietary departments will be studied in 
detail. 

Luncheon Tuesday noon will be an exhibitors’ session 
at which the following topics will be discussed: Practical 
suggestions from exhibitors on food standards and 
markets; methods of judging equipment. 

The afternoon session will be devoted to a discussion 
of obesity. The subject will be discussed from the stand- 
point of physiology by Dr. A. J. Carlson, University of 
Chicago; and from the standpoint of metabolism, by Dr. 
Chi Chi Wing, Michael Reese Hospital, Chicago. The 
second part of the program will deal with methods of 
handling obesity and the results obtained. Methods with 
respect to the private patient will be discussed by Mrs. 
E. W. Miller Koch, Chicago; from the standpoint of the 
clinic patient, by Miss Louise Clark, Presbyterian Hos- 
pital, New York; and from the standpoint of the college 
student, by Miss Lydia Roberts, University of Chicago. 

The Wednesday morning session 
will be conducted by the chairman 
of the sections on dietotherapy and 
social service. 

Thursday will be taken up with 
tours of inspection to various hotels 
and other places of interest to dieti- 
tians. 


Agnes O'Dea, treasurer. 
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Around the World with 
JA Glassware 
Some idea of the tremendous Hazel-Atlas produc- il 


tion may be gained from a simple comparison. If all 
glassware produced in a year were placed side by side 
it would encircle the world and still leave enough to 


stretch far out into space. 
Over 5,000 Items From Which to Select 


When you are next in the market for Tumblers ask your 
Glassware Supply House for prices on the ever popular 
JA tumblers, supplied in all sizes and styles—clear in 

color and guaranteed to stand up longest under 
hard every day usage. 


Look for the A Mark of Quality. 





WHEELING,—W.VA. 
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VIEWING FOOD SERVICE FROM THE PATIENT'S 





STANDPOINT” 


By S. Margaret Gillam, Director of Dietetics and Housekeeping, 
University of Michigan Hospital, Ann Arbor, Mich. 


LEASURE and inspiration always result from the 
P meetings of people who are striving to reach a com- 

mon end. Such gatherings strengthen an organi- 
zation and knit it more closely together. For many years 
organized dietetics has done fine things in helping to 
make life easier and more livable. With growth come 
problems that can be solved only by conferring together 
and carefully working out plans through which dietetics 
may become more widely known and better understood. 
It is the pull altogether that counts. 

Dietitians do not meet as competitors. This is not a 
meeting of competitors, or if it is, competition is over- 
shadowed by a spirit of cooperation. We are here to 
learn how better to serve. Service means more to the 
dietitian than the mechanical placing of a tray before a 
patient three times a day. Service may be dispensed in 
a dining room; over a cafeteria counter; at the bedside; 
in the laboratory, or in a food clinic. There is need for 
a clear and sympathetic understanding of the viewpoint 
of patient, physician, intern and nurse, and an honest 
and whole-hearted desire to meet their requirements should 
be the spirit of our service. 

An air of indifference is more difficult to contend with 
than stupidity. Lukewarm individuals cannot be success- 
ful dietitians and enthusiasm in individuals and depart- 
ments must be kept alive at any cost. How much better 
for a dietitian to be flushed by success and eagerness 
than by the heat of the kitchen, where she has been 
forced to take the place of the cook. What is wanted is 
more interest in “filling the bill,” and if our patients and 
hospital personnel desire salads, why not serve more of 
these and not refuse to keep them on the menu, like 
the country merchant who stopped carrying a certain 
kind of blue ribbon because he said he found people called 
for it so much that it never lasted. 


Be Known to Your Patient 


When a word becomes over-familiar to our ears and we 
hear it on every side, is it not time to give it attention 
and review its real meaning? What does the term “dieti- 
tian” mean to the patient? He understands the visit 
from the doctor, the nurse and the social service worker, 
but who is this person who inquires about his food? He 
inquires of his neighbor, who explains, often entertain- 
ingly, all about this visitor and next time on rounds the 
patient is ready to carry on a conversation regarding his 
food and his ailments. 

In some hospitals few patients, unless they are suffer- 
ing from a dietary disease, know that there is a dietitian 
in the hospital who is anxious to please them. Dietitians 
were not originated for the benefit of the nurse, the in- 
tern, the hospital staff or the employee, but for the pa- 
tient. Now, no small part of the dietitian’s time is de- 
voted to dietary service for the hospital personnel, and 
the director of dietetics in managing her department so 
that there shall be a minimum of friction and a maximum 
of efficiency and economy, feels that in order to keep 
enough employees she must exercise much diplomacy and 
tact. However, if the dietitian keeps in mind that the 


*Read at meeting of Ohio State Hospital Association, June, 1925, 
Columbus, Ohio. 21 sal iam . 





all-important person in the hospital is the patient, and 
if she focuses her organization around this point she 
will get more joy out of her work. 

Good service can come only through good organization. 
If a chart were made to show the control of food to the 
patient, I am sure that often we should find the control 
of food allotted by the hospital administrator to two 
distinct groups—the dietitians and the supervising nurses, 
who assume control of food when it reaches the wards. 
Is there another organization where an executive can 
afford to place responsibility with two separate depart- 
ments and still avoid friction and obtain success? Such 
a chart would show that the executive in holding two 
departments responsible has put himself in direct line 
for complaints. Effective relation between the dietitian 
and the hospital staff can come only through such a 
division of labor by the chief executive as shall allow 
each department, as far as it is able, to carry to com- 
pletion a task once started. 


Adequate Budget and Personnel Essential 


Food responsibility, from cooperative purchasing to 
serving to the patient and removal of his tray, belongs 
to the ‘dietitian and she should insist that this control be 
given her, especially in larger hospitals where it is diffi- 
cult to trace mistakes. 

What is the trend in hospitals today? The public in 
general is setting higher standards of living and no longer 
does the hospital give a mediocre quality of service. It 
has raised its standards to meet those of the community. 
The hospital increases its rates and the patient in return 
gets better care. 

How are we as dietitians meeting these higher stand- 
ards of service in our hospital? Are we insistent in our 
desires and are we keeping pace with other departments? 
To render better service we may need to enlarge our 
dietetic personnel. It is only with sufficient supervision 
that we may expect properly to serve our patients. We 
may need to ask for an increased per capita allowance 
so that we may serve food that is satisfactory to all. If 
one dollar of the daily rate paid to the hospital by the 
patient is allotted to the food budget, it may be well to 
increase this sum, in order to maintain an excellent dietary 
service rather than a merely existing one. 

“You get just what you pay for.” How often we hear 
that expression and how true it is. A well organized 
and efficient dietary department means economy in food 
and personnel. What the hospital puts into the dietary 
department will come back in service to the patient. Does 
it not pay a hospital director to put a little more into 
good organization adequately financed, rather than stand 
the waste that goes into the garbage, and the leaks for 
which no one can account? There is not a hospital ad- 
ministrator that does not desire the best, and it is the 
dietitian’s responsibility to see that the dietary depart- 
ment has standards that are comparable with the medical, 
educational and social service departments of the hospital. 
This necessitates satisfactory location and adequate space 
and equipment, a food budget that is sufficient and a 
strong organization with enough assistants to have the 
proper control. 
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Pyrono gives you the time 
that means safety 


ME to calm your patients, to remove them from the threat- 
ened vicinity, to safeguard them from smoke, noise, flames. 
Yet, at all ordinary times, Pyrono’s finish is homelike in the 


familiar beauty of the real wood with which it is covered. 

Pyrono Doors and Trim are built of the finest 
cabinet-wood veneers applied over a non-resinous, 
laminated core. Between the veneer and the core, 
however, is placed an asbestos sheathing which is 
mechanically bonded to the core. 

The result is a really fireproof construction, pre- 
senting at the same time all the attractiveness of the 
most beautiful woodwork. Pyrono Doors can be 
fitted with smokeproof and practically soundproof 
tightness because under extremes of temperature 
they do not expand, contract, warp, buckle nor bind 
in their frames. No danger of being trapped by a 
jammed door. Let us send you our booklet of impor- 
tant installations with a folder of detail drawings. 


The Compound and Pyrono Door Co. 


ST. JOSEPH, MICHIGAN 








This shows Pyrono construction 
magnified, the asbestos sheath- 
ing indented into the core and 
the cross-banded surface veneers 

applied over it REGISTERED 


THE WOOD VENEERED DOOR WITH THE FIREPROOF CORE 


When using advertisements see Classified Index, also refer to YEAR BOOK. 
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Before I discuss the organization of the food service 
as it affects the patient, I should like to speak of the 
status of the dietary department as a whole. 

The dietitian is closely related to the business adminis- 
tration for through the food budget alone she spends 
perhaps from one-quarter to one-third of the hospital 
income—a tremendous amount. In a hospital of 250 beds 
or under I believe it is more satisfactory for the dietitian 
to be responsible for the purchase of all food supplies. 
In the larger hospitals I think the dietitian should con- 
trol the food budget by working in close cooperation with 
the purchasing department of the institution. The dieti- 
tian should always control the food as to variety, quantity 
and quality. This cooperative method is satisfactory if 
the dietitian has a purchasing agent who is capable and 
is imbued with the spirit of service and the desire to 
please. The factor of a proper requisition and check 
system enters into the success of this method. With the 
proper system the store can issue only what is ordered 
on requisition by each department head and as the store 
cannot stand a loss, the purchasing agent learns to buy 
what he is sure of selling. There should be a daily requisi- 
tion system by which each unit within the dietary depart- 
ment orders daily supplies. 

By this method the food costs for the day previous 
can be obtained each morning. A meal census is made 
each morning showing in detail the meals served the day 
preceding and with this and the food costs for each unit, 
such as the general kitchen, special diet unit or meta- 
bolism kitchen, the per capita cost for each department 
can be learned. To assist the purchasing agent menus 
may be made out to cover the week; this may be done 
even for the diabetic or metabolism cases. A “material 
required” requisition is made out covering the week, for 
all foods except staples. One “material required” requisi- 
tion is made out for meats, giving the kind and quantity 
needed; this is necessary when the meat is bought in 
weekly amounts. Another such requisition is made out 
for the week for fresh fruits ani vegetables and other 
foods not stocked. The specification, the quantity needed 
and the date to be delivered should be noted on the 
requisition. Emergency supplies may be ordered as 
needed, but with this system other supplies have to be 
considered by the dietitian only once a week, except as 
they are ordered on the daily requisition. 

The dietitian has responsibility for the proper feeding 
of the employee and in order to keep down food costs 
and at the same time have a happy and contented per- 
sonnel, I suggest that each employee be given an allow- 
ance for meals. In connection with the hospital the 
dietitian may have a commercial cafeteria for the con- 
venience of employees or visitors, where they may obtain 
good meals with plenty of variety at a minimum rate. 


What the Dietitian Owes the Nurse 


The dietitian has a responsibility toward the depart- 
ment of nursing both in regard to feeding and teaching. 
The nurse should receive the best food service possible 
under the allowance available for it. The dietitian should 
give a well-organized course of study, employing effective 
methods of teaching and covering the most valuable mate- 
rial in dietetics. Let us never, however, try to teach the 
nurse by the presentation of the case in the class room 
as is necessary in clinical medicine. After a preliminary 
course in dietetics, the nurse should obtain her instruc- 
tion in diet and disease during her training period in the 
diet kitchen, while she is under the direct supervision of 
the dietitian. I do not think the student nurse should 
administer food to the patient except when she is working 
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under the control of a dietitian. If the nurse is not re- 
quired to give time on the wards to the service of food, 
I believe she should spend three months on a highly 
supervised diet service. 

Lectures on diet and disease may be given to the stu- 
dent nurse during her practical training in the diet 
kitchen by the dietitian in charge of the special diet unit, 
and the nurse may correlate the dietary treatment and 
the case by actual contact. If there is a separate meta- 
bolism department the dietitian on the service may teach 
the nurse, through class instruction, regarding diets re- 
lating to metabolic disturbances, and at this time the 
nurse may calculate, prepare and serve the trays to the 
cases under study. This method of instruction in diet 
and disease is effective only when there is a central diet 
kitchen from which trays with special diets are dispensed 
directly, by electric slides or otherwise, to the floor on 
which the patient is located; the nurse from the central 
diet kitchen who is interested in the case takes the tray 
from the electric slide and delivers it to the bedside. 
The nurse is made to feel that the patient is her respon- 
sibility and through study of the case and the patient’s 
cooperation and may, through her acquaintance with the 
patient, plan the diet that will be most acceptable. When 
the nurse proceeds to the metabolism unit, which is used 
for special feeding cases and research, she can give even 
more bedside care, as this unit is generally on the ward 
assigned to these cases. She goes on rounds with the 
doctor and through discussions obtains more information 
than she could in classroom work. Here she may also 
come in contact with the out-patient diabetic who comes 
in only for his meals. She may also learn much through 
attending group classes for-patients, given by the dietitian. 

A diet can never be uninteresting when the nurse is 
given the opportunity to study her case as a whole. It 
is most unsatisfactory when a disinterested person pre- 
pares the diet and an even more disinterested person 
places it before the patient. 


How Dietitian Aids Doctor 


In order that a student nurse may become familiar with 
and be able to visualize attractive trays for normal cases, 
she may be assigned to the central service room or to the 
ward diet kitchen, but she must always be under the 
direct supervision of the dietitian. 

The dietitian has a great responsibility toward the 
medical department of the hospital. The physician should 
always be able to place the responsibility for the patient’s 
diet directly with the dietitian. On rounds she should 
always be present to report on the dietary care of the 
patient and to take her orders and thus the doctor holds 
her alone responsible for the feeding of his case. Will 
it not be easier for the nurse if the doctor expresses his 
desires directly to the dietitian? Also the dietitian is 
more impressed with the need of the diet when she is 
informed directly. Sometimes it seems that nearly every 
patient is on a corrective diet, especially in a teaching 
hospital where, I believe, such patients average one-third 
of the total number or more. What results does the 
doctor obtain? Will the results not be more marked if 
the dietitian controls the tray to the bedside and explains 
the importance of the food? It is the hardest thing in 
the world for the patient to believe that food has much 
influence upon a speedy recovery. 

The dietitian is indispensable to the physician in the 
care of metabolism and research cases, as he looks to 
her to change his formula into an attractive diet and 
holds her responsible for all charting in connection with 
the case. Every dietitian should consider it a privilege 
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to work for an interested physician. In nearly every 
hospital connected with a medical school the dietitian is 
called upon to give courses in dietetics and diet and dis- 
ease to medical students. This is becoming a more and 
more valuable part of her work. 

What can the dietitian do for the patient or how best 
may she render her service to this most important person 
in the hospital? It is in this field that she sees results 
and it gives her pleasure which carries her over many 
unpleasant experiences. 

The dietitian reaches the majority of the patients 
through the normal diets, therefore it behooves a dietitian 
to give attention to the tray service. Whether we have 
central tray service or otherwise does not matter. It is 
the satisfactory result that counts. If it is physically 
possible to have a service kitchen for every 100 beds 
then I think central tray service is desirable. It is cer- 
tainly desirable to send all special diets from a central 
kitchen as the dietitian in charge controls the diet to the 
bedside, and the tray returns to her unit and she is 
able to have all un-eaten portions weighed and charted. 
Another advantage of this system for service of special 
diets is that the patient sees the nurse in charge of his 
diet at least three times a day and cooperation is usually 
obtained, as the value of the diet is explained to the pa- 
tient and he knows that the doctor will receive a report 
of his dietary status. The nurse knows that she alone, 
under the dietitian, is held responsible for the feeding 
and she will be interested in presenting a good report. 
Contrast this with disastrous incidents sometimes ob- 
served, such as giving chocolate malted milk to diabetics, 
or placing a salt shaker on a tray containing supposedly 
a salt-free diet. 


Win Patient’s Cooperation 


Instructing the patient is an essential part of the 
dietitian’s work. It is only by understanding that he can 
be induced to cooperate. Any patient going home on a 
special diet should receive proper instruction and this is 
usually done at the bedside. Ambulatory diabetics and 
other cases may be taught in groups, and there is an 
advantage in group teaching as people profit by each 
other’s questions and mistakes. 

A dietitian, in order to give the proper service, should 
not have more than one hundred patients under her care. 
This gives her time to make regular inspections on her 
floor or section. She can show a personal interest in 
patients, who may be recognized as individuals and not 
as a group. She may learn their likes and dislikes and 
provide a selective menu system, which means a tremen- 
dous saving of food through proper serving. The dieti- 
tian may help the patient to a speedy recovery and a 
shortened hospital stay. 

In closing let me say that as long as dietitians keep 
the patient in mind, so long shall we have the best 
material in the field of dietetics. Whatever makes women 
work for the betterment of their profession regardless 
of personal desire is a thing to be approved. Everyone 
knows that the stronger an organization the greater the 
opportunity for service, both to individuals and to the 
whole body interested. Any organization, according to a 
trite expression, is as big or as small as its members 
choose to think it. Therefore, “Let us act bigger than 
we are—and then in time we may be bigger than we can 
act.” This cannot come except as each individual dieti- 
tian serves for the good of all dietitians. Only through 
helpful cooperation with patient, physician and hospital 
administration can we advance. We are humbly indebted 
to them and may we in return extend cooperation. 
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For the most part dietitians have been successful and 
have developed esprit de corps. Let us lift up our par- 
ticular line of work and be unabashed by circumstances. 
Let us learn to know that work well done and congeniality 
bring the surest happiness; but let us remember that 
however much we like our work there are other horizons 
besides our own. 





THE DIETITIAN’S POWER 


Let us recognize that our hospital kitchens are labora- 
tories over which we have placed an expert. Here, cer- 
tain ingredients are so combined by the use of heat that 
the result is a remedy useful in the treatment of dis- 
ease, and coordinate with the drug prescription being 
used. To this laboratory should come the physician, for 
conference with the dietetic expert; and from the lab- 
oratory should go the dietitian to the ward for informa- 
tion from the physician as to his desire for any dietary 
changes in the prescription being used. 

Such cooperation will bring a realization, on the doc- 
tor’s part, of the fact that the preparation of a dietary 
prescription is not always a simple task; that raw ma- 
terials in ample quantity and variety are not always easy, 
or even possible, to secure; that after the food has been 
properly prepared there still remains that difficult and 
dangerous passage of food from the dietetic laboratory 
to the patient’s bed. For, “what does it profit” the pa- 
tient if the food was once good raw material, and was 
correctly prepared, “if it loses its soul” of heat and flavor 
on its way from the kitchen. Even after reaching the 
ward or floor, where is the patient for whom the food is 
intended, the proof of the pudding still remains, and there 
are many accidents of service which may render the ex- 
pense incurred in its preparation a total loss. Whether 
the dietitian should be responsible for the product until 
the patient’s tray has been served or not, is somewhat 
a mooted question, but I believe that she should. 

And then, too, there is another relationship which the 
dietitian bears to the doctor which is not often enough 
recognized in our hospital administration. The dietitian 
holds in her hand, in a degree, the morale of the hospital 
personnel. For this reason, the dietitian is exceedingly 
valuable to the hospital administration, as one of its very 
active agents in producing good discipline among the 
hospital workers.—Dr. Joseph C. Doane, superintendent, 
Philadelphia General Hospital, Philadelphia, Pa. 





NEWS ITEMS 

Dorothy Kroncke, formerly dietitian at Augustana 
Hospital, Chicago, has accepted the position of head dieti- 
tian at the Hospital for Joint Diseases, New York. Miss 
Kroncke is a graduate of the University of Wisconsin. 
She will be assisted by Margaret Coleman who has com- 
pleted the course in student training at Montefiore Hos- 
pital and was in the dietetics department of the Lying-in 
Hospital, New York, last summer. 





Beulah Jones has resigned as assistant dietitian at 
Presbyterian Hospital, Chicago, and will be associated 
with the Edison Electric Company, Chicago. Helen 
Robertson, who assisted the editor of this department in 
experimental work during the summer, will be her suc- 
cessor. 





Grace Brinton, who has been teaching at the University 
of Virginia, Charlottesville, will devote the coming year 
to developing a department of dietetics at the University 
of Virginia Hospital. 
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WHAT THE PRESCRIPTION FORM SHOULD CONTAIN 


Practical Suggestions Concerning Forms for Use 
in the Dispensing of Medicine to Out-patients 


By a Committee of the Associated Out-Patient Clinics of New York* 


trators in the 1924 report of the committee on rec- 

ords of the administration section of the Associated 
Out-Patient Clinics, published in THE MODERN HOSPITAL, 
encouraged the committee to continue the study of the 
subject. In order to secure the point of view of the 
clinician as well as that of the administrator, members 
of the medical section of the Associated Out-Patient 
Clinics joined the group. Where special problems were 
considered, as in the case of the prescription form, rep- 
resentative hospital pharmacists were invited to attend 
the meetings. The value of the cooperative spirit in out- 
patient administration was amply demonstrated when 
clinician, pharmacist and administrator discussed their 
problems jointly. Each group brought a point of view 
that broadened the discussion at hand. There are many 
other phases of records and record keeping that are of 
common interest to both clinicians and administrators 
and that still require analysis. This committee expects 
to report some of these at a later date. 


Te interest manifested by physicians and adminis- 


Purpose of Blank 


The purpose of the prescription blank was studied be- 
eause the dispensing of medicines is an important func- 
tion of the out-patient department and because a study 
ef forms collected from twenty-seven hospitals revealed a 
great amount of waste effort and expense that could be 
avoided by a little planning. Prescriptions for narcotics 
and alcohol, being on forms prescribed by law, are out- 
side the scope of this report, the chief aim of which is to 
present one or two prescriptions forms that will satisfy 
practical requirements and be as simple as possible. Su- 
perintendents and others may be interested in two forms 
recommended and printed herewith. A number of prac- 
tical details connected with the use of the forms are also 
discussed in this report. 

The advisability of the administrator consulting with 
the department head, in every instance, when making a 
change in forms used by the particular department in 
question was stressed by the committee. A prescription 
form should not be designed or revised except with the 
cooperation of the clinician and pharmacist. 

*Committee: E. Bluestone, M.D., Mt. Sinai Moepitel, (chairman) ; 


Mark L. Fleming, Me D., Joseph D. Flick, Peter Irving Frederick 
MacCurdy, M.D., Luther B. MacKenzie, "M.D., James un Norris. 


The following is a tabulation of items printed on the 
twenty-seven prescription blanks studied. 
Item on form Number of Forms containing item 


RE ee OE ae 27 
ee i cegcsanereeavccten 16 
SE eS ee 2 
EE nodes behevicedwevicdagesssesecteowsesnts 5 
ED Gin Co Le Meui ie Cad ddwdstacd teense ie 3 
RES ARS CER Pear ere ee 6 
ST EY ED ccvcscdccccesecccacieccous 10 
ee es eee hee @ualien 4 
NE Ta 55 a atra arg Kain whe KAR Olea ok Musi wee be Ww oe asa dentin 2 
Rete ie las ind a le iE a is aw bes aloms 5 
Dt 2. Sr eabsickadsessdeaeenesdceseeeee’ 27 
EE oe ee 8 
Directions for taking medicine .................0005 14 
ee ee ce eemeeeeeanen 1 
*Space for signature of physician ...............eee0- 24 
Directions where to take prescription blank .......... 3 
“A charge will be made for this prescription”........ 1 
“Keep check until medicine is received’”.............. 4 
“Keep check until number is called” ................ 3 
Detachable stub to use for label ................... 10 
Stub for patient to retain till medicine is received..... 7 
BR SN a ge ee ean 2 
ee en SE sn weceddcencesedesve 4 
“This bottle must be washed and returned”........... 1 
Nee a ae kal 1 
“Write only one prescription on this blank” .......... 1 


The starred items were considered necessary to the 
form for the following reasons: 

Item No. 1 “Name of institution”—to indicate the in- 
stitution from which the prescription is obtained. 

Item No. 6 “Name of patient”—to indicate for whom 
the prescription is intended. 

Item No. 7 “Patient’s History Number’—further to 
identify the patient. 

Item No. 10 “Date”—to protect the patient in case of 
controversy. 

Item No. 11 “B”—to identify the form. 

Item No. 15 “Space for signature of physician”—to 
indicate that the prescription must be signed. 

“These six items are those considered necessary; the remainder of 


the twenty-six different items found on the twenty-seven forms were 
not considered essential. 
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people’s money, insist on safety of principal 
. first, with such reasonable yield as may be 
possible. Wise hospital trustees, having in 
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One other item, No. 4, name of department, may be 
useful for quick identification, which, however, can be 
made by the signature of the physician as well, and is 
not absolutely necessary. 

Item No. 9 “Age” should be stated for the better con- 
trol of dosage, if the patient is under fourteen years 
old, but need not be printed. 

The committee considered a form in common use, having 
a stub at one end to be retained by the patient for identifi- 
cation in getting the prescription from the pharmacist, and 
a stub at the other end filled in by the physician to be 
used as a label. Since the serial number on each of the 
three parts of the form is the same, there is but slight 
opportunity for mistakes in dispensing the medicine. This 
arrangement makes it necessary for the physician to sign 
twice, once on the body of the form and again on the 
stub used for label—a procedure that consumes the doc- 
tor’s time. Furthermore, it was brought out that a pa- 
tient recognizes his name, when called, and will respond 
more quickly than to a number. 

The patient’s name, as well as his history number, 
should appear on the label. This serves not only as an 
identifying check for the pharmacist, but in cases where 
several patients in one family have received medicine at 
the same time it identifies the medicine as belonging to 
the patient for whom it is intended. 


Directions for Taking 


Some means of indicating to the physician the neces- 
sity for including “directions” should appear on the pre- 
scription form, since this part of the prescription is fre- 
quently omitted. The word “directions” may be printed 
on the blank. “This prescription will not be filled un- 
less directions for taking this medicine are plainly indi- 
cated” may be printed at the bottom of the form. The 
use of a form with a stub for a label on which the 
physician must write directions is presented as one means 
of insuring written directions. When the stub is de- 
tached the pharmacist has nothing on his slip to indi- 
cate what the directions were, in case of dispute. Un- 
less directions are plainly indicated, the hospital actu- 
ally does not have the prescription. 

The stub for a label, with directions filled in by the 
physician, is a time saver for the pharmacist and is also 
a safeguard against error, since the directions need not 
be rewritten. 

The use on all containers of a label of one size which is 
not always adaptable is a drawback. Again, the label 
may become blurred or otherwise be illegible. On the 
other hand, it takes less time for the physician to fill in 
prescriptions than for the pharmacist to write and apply 
a separate label. The cost is less. Moreover, the physi- 
cian is encouraged to write clearly directions that might 
be omitted. As the physician writes the prescription he 
is inclined to give verbal instructions to the patient. 
Since the stub label has proved in several institutions 
to be practicable and satisfactory, it seemed advisable to 
consider it as one of the approved forms, provided its 
limitations were recognized. 

Five methods of drawing the physician’s attention to 
the necessity of writing directions were mentioned: 

(1) “Signature” on the form 

(2) “Directions” printed on the form 

(3) Printed notation on bottom of form that prescrip- 
tion must include directions 

(4) Printed reminder posted in the clinic 

(5) Incorrect prescription reported to physician by 
pharmacist for check up. 

Printed instructions to the physician on how to write 


) a 
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directions are unnecessary. Prescription writing is a 
matter of instruction and discipline. The physician al- 
most unconsciously writes “Sig” as he has been trained 
to do. If a prescription has no directions for taking 
medicine written by the physician, it should be returned 
to him by the pharmacist for correction. (If this is neces- 
sary it should not be carried by the patient who might 
lose confidence in the physician through knowledge of his 
carelessness.) If the physician continues to be remiss, 
the matter should be taken up with the chief of the clinic, 
and finally referred to the administrative authorities. 


Use of Rubber Stamp 


The use of a rubber stamp for special medications that 
are used repeatedly has the advantage of safety over 
handwriting which is often apt to be illegible. Since 
the physician must sign this prescription, it is his duty 
to see that he uses the proper stamp, that it is well 
inked and that the stamp mark is not blurred. Un- 
less the physician exercises care, however, the value of the 
time saved will be nullified by mistakes made. Moreover, 
a rubber stamp breaks the continuity of prescription writ- 
ing. When a physician begins writing a prescription he 
carries it to completion in one act with less chance for 
error than if he is interrupted in changing from a pen 
to a stamp and back again to a pen. Prescriptions could 
be rubber stamped in advance where large quantities 
of the same preparation are dispensed. There are ad- 
vantages and disadvantages to the rubber stamp. The 
use of a rubber stamp is justified in instances where it 
can be used with safety and advantage. 


Where to Take Prescription 


Printed directions on the prescription indicating what 
the patient should do with the slip could be used by in- 
dividual institutions depending somewhat on the adminis- 
tration and arrangement of the out-patient department. 
It must be remembered, however, that patients often do 
not notice, read, or understand printed instructions of 
this character. Many patients in this class are foreigners. 
In every clinic someone should be responsible for direct- 
ing the patient to the pharmacy. 

To indicate external and internal medication, the fol- 
lowing suggestions are made. 

(1) Have different colors for internal and for ex- 
ternal medications. 

(2) Print “For external use.” 

(3) Use rubber stamp “For external use.” 

The law requires external medications to be labeled 
in red. A “Poison” label must be added when poisonous 
drugs are prescribed. 

As the use of a number to identify medicines leads to 
error, the committee strongly recommended that the physi- 
cian write the title of the prescription on the form. 

Two forms, one a single form and the other having two 
stubs, were recommended. In the latter form one of the 
stubs is to be retained by the patient to identify his 
medicine, and the other is used as a label for the con- 
tainer. The physician writes the prescription and fills 
in the directions on the label stub. Each section of the 
form carries the same serial number stamped by the 
cashier. The patient presents the form to the pharma- 
cist, the identifying stub is detached and returned to the 
patient, the pharmacist fills the prescription, applies the 
remaining stub to the container as a label, calls for the 
identifying stub and gives the patient his medicine. 

To impress upon the waiting patient the necessity for 
retaining the stub to receive medicine, it was suggested 
that the caption read: 
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Oakville Sanitarium, 
Memphis, Tenn., 
Sol-Lux-equipped. 
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or Sol-Lux—in Sunny Tennessee 


L 
f j ‘ g 
ant ¥ Tennessee—land of sunshine and delightful climate, home of 
onal {} romance and history! 
i There you will find picturesque Oakville Sanitarium, at Mem- 
phis, illuminated from top to bottom with beautiful Sol-Lux. 


| 

\ ° ° ° ° 
ex- if Particularly is Sol-Lux adapted for hospital use. Attractive, 
| 
i sanitary, of flexible pattern, convenient—these qualities assure 


Sol-Lux a first-choice place in the hospital field. 


Ask the executives of this sanitarium; ask the architects who 
designed it. They'll tell you that Sol-Lux means more than 
fixtures—that back of Sol-Lux is the service of the Westinghouse 
Illuminating Engineering Bureau, highly experienced and gratuitous. 
Want to know how you can use Sol-Lux, and the Bureau, to 
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WESTINGHOUSE ELECTRIC & MANUFACTURING COMPANY 
SOUTH BEND, INDIANA 


: 
: 
| 


When using advertisements see Classified Index, also refer to YEAR BOOK. | 


| 





y 





362 


“Keep this ticket. You must show it to get your medi- 
cine.” 

The stub for the label should contain: 

1. Name of out-patient department. 

2. Name of patient (first name necessary for accurate 
identification). 

3. Directions for taking medicine. 

4. Signature of physician. 


MODEL PRESCRIPTION Form No. 1 











Name of out-patient department 
EG ies bbl etwas obs Che Won seed tid ee deee « ae 
Rx 
RE he Sk Re Aen ee i, Ree ee pe ee M.D. 
Serial No. 
(Stamped) 
MODEL PRESCRIPTION ForM No. 2 
Name of out-patient department 
KEEP THIS TICKET 
You must show it to get your medicine 
Serial No. 
(Stamped) 
Name of out-patient department 
Pt tite dedn Oe candida ne hake Boos 6 on. ce t00 ee re 
tn a Ts wen kn new aes eases s M.D 
Serial No. 
(Stamped) 
Name of out-patient department 
Bre tages Cog age Re ie | ee eee a 
Directions 
pin akin ee ie ath adn Phede wiwiice ¥ewpe kes ane M.D 
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The use of labels on pill boxes that have detachable 
covers might cause trouble if the covers were confused. 
Hinged boxes are desirable but are too expensive for 
out-patient department use. The label should be applied 
in all cases to the body of the box, and not to the cover. 

His name on the label identifies the prescribing physi- 
cian without the necessity of referring to the patient’s 
chart. To write the name is time consuming but the 
writing gives the patient and pharmacist assurance that 
the medicine is correct. It is a question of convenience in 
identifying patient and physician. In the absence of any 
law governing this subject the recommendation is made 
that the physician’s name appear on the prescription label 
as a means of identification. 


Every Prescription in Writing 


Is it necessary for every prescription te be put in 
writing in the unattached dispensary where no pharmacist 
is employed and a supply of preparations is available in 
the clinic for distribution? In every instance the physi- 
cian should write on the history the medication pre- 
scribed. Whether the order for drugs should be written 
on a prescription blank, in addition, depends upon the 
complexity of the organization. Where the physician 
himself distributes the preparations, a written prescrip- 
tion would serve no useful purpose, since it is an order 
on the individual who dispenses—in this case the physi- 
cian himself. 

Should medicine be renewed at the request of a patient 
without written prescription from the physician? In 
every instance the prescription should be written by the 
physician to enable him to keep informed about the 
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progress of the patient, otherwise the patient might re- 
turn frequently, unknown to the physician, for medicine 
that should be discontinued. For the same reasons a 
copy of the prescription to be filled at an outside phar- 
macy should not be furnished. The quantity of medicine 
given in one order should be determined by the physician 
only, since this is purely a clinical matter. 

The pharmacist should, in addition, be encouraged to 
check unusual quantities of medicine. 

Whose property is the written prescription? Does it 
belong to the patient or to the out-patient department? 
The prescription is a part of the clinical record and the 
record is confidential. If the patient desires a copy for 
legal purposes, he may get it through an order of the 
courts. Cooperating clinical agencies and individual phy- 
sicians who follow up cases may obtain copies of pre- 
scriptions since these are parts of clinical records. If 
the patient wishes it merely to satisfy his curiosity 
he should not have it. It was agreed that clinica! in- 
formation should not be placed in the hands of a layman. 
In securing a prescription from a private physician, the 
patient enters into a contract with the physician and later 
with the pharmacist while at the out-patient department 
there is but one contract. There appears to be no law 
relative to the ownership of a prescription but in a few 
instances where the matter has been before the courts 
the decision has favored the pharmacist. 


Suggestions for Filing 


It is suggested that prescriptions be filed, (1) by date, 
(2) by serial number, (3) by name of patient, or (4) 
by name of clinic or physician. There is no special rea- 
son for recommending one method over another since 
prescriptions are kept for short periods only. 

Other prescription forms, relating to foods, appliances 
and bandages, which depend on special conditions, will be 
taken up in a future study. 

It was considered outside the province of the committee 
to make any recommendation as to the use of the metric 
system in writing prescriptions. Uniformity and accuracy 
are, however, desirable in any event. 

How long should a prescription form, which has tran- 
sient value as a record, be kept by the pharmacist? This 
question is settled by law only in the case of alcohol 
and narcotic prescriptions. The fact that the prescription 
is written on the history does not indicate that the patient 
has received medication. Because it is impracticable to 
take the history to the pharmacist, though in some dis- 
pensaries this method seems to work, a prescription form 
is made out by the physician and this should be retained 
to show that the prescription has been filled. The pres- 
ence of a prescription does not necessarily prove that 
the medicine was properly prepared. 

The matter of sufficient space to store these forms has 
to be considered. Since the prescription appears on the 
patient’s history there appears to be no reason why the 
form should be kept by the pharmacist indefinitely. Any 
ill effects of the medicine would appear within a short 
time. 

Since the prescription is a duplicate record of medicine 
ordered for the patient, it is not necessary, after the 
drug has been dispensed, to keep the form, except as a 
check on the pharmacist. No limit can be fixed. Clinic 
practices differ widely in this respect. If the prescrip- 
tion is held for three months any error that might have 
occurred in dispensing would have been discovered. Nat- 
urally in cases where the hospital has learned that the 
medicine was called into question, the prescription should 
be retained as evidence. 
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THE MODERN HOSPITAL 


SICK TO HEALTH 


KEEPING WELL PEOPLE WELL 





This double function—keeping well people 
well and restoring the sick to health—is one 
of the reasons why the hospital idea has been 
so universally accepted by the American 
people. 


Restoring the sick to health, while originally 
the only function of the hospital, is more and 
more being supplemented by the service of 
keeping well people well, and all over the 
country hospitals are taking active leader- 
ship in health educational work. 


Quite properly the service of any hospital 
includes educational work with resident pa- 
tients, out-patients, and through its com- 
munity contacts—educational work to the 
end of preventing those abuses of right liv- 
ing which lead to ill balanced metabolism 
which so frequently shows itself through a 
diminished alkalinity of the blood and tissues 
due to an excess of acid products—acidosis. 
This excess acid is frequently observed for 
the first time when the patient enters the 
hospital or dispensary for diagnosis. It is 
the beneficient service of the hospital staff to 
vo beneath the surface of things and find out 
the underlying causes. 


Whatever may be the remote cause of hyper- 
acidity, the simple corrective measures here 
discussed should be considered by those re- 


sponsible for the diagnosis, treatment and 
care of patients in hospitals and similar in- 
stitutions. Also a note of warning may well 
be sounded to those who are well so that they 
may conserve health. 


Gastric hyperacidity, acidity of the mouth 
and other of the more obvious manifesta- 
tions of acidosis are promptly counteracted 
by Phillips’ Milk of Magnesia which has a 
pronounced affinity for acids, the harmless 
resultant compounds being readily excreted. 


The increasing use of sodium bicarbonate 
by the public to control “acid stomach” 
should be considered in this connection. Only 
a part of the bicarbonate is effective and 
that portion which produces carbon dioxide 
may be seriously detrimental. 


Phillips’ Milk of Magnesia being free from 
carbonates does not distend the stomach nor 
cause flatulence of the lower intestinal tract. 
Its antacid action is pronounced. A given 
quantity of Phillips’ Milk of Magnesia neu- 
tralizes almost three times as much acid as 
a saturated solution of sodium bicarbonate 
and nearly fifty times as much as lime water. 
Further it has the additional merit of being 
laxative, a quality of importance here since 
constipation is so frequently the underlying 
cause of hyperacidity. 





DOSAGE—The usual dose of Phillips’ Milk of Magnesia, as an antacid, ranges from one 


teaspoonful (4 c. c.) to one tablespoonful (16 c. c.). 


This amount should be mixed with 


an equal portion of cold water or milk and given half an hour after meals. 


For its laxative effect, the adult dose is one to two fluid ounces (30 to @ c. c.). 


The 


aperient action may be facilitated by giving the juice of lemon, lime or orange, half an 


hour thereafter. 


P 






HILLIPS Milk 
of Magnesia 





CAUTION. Beware of imitations of Phillips’ Milk of Magnesia. The genuine 
product bears our registered trade-mark. Kindly prescribe in original 4-ounce 
(25c bottles) and 12-ounce (50c bottles) obtainable from druggists everywhere. 


Prepared only by 


THE CHARLES H. PHILLIPS CHEMICAL CO.. New York and London 
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HOsPITAL EQUIPMENT AND OPERATION 


With Special Reference to Laundry, Kitchen and 
Housekeeping, Problems 


Conducted by HERMAN SMITH, M.D., Superintendent 
Michael Reese Hospital, Chicago, IIL. 
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A NEW BEDPAN TECHNIQUE 


By Charles F. Neergaard, Hospital Consultant, 
New York. 


hospital routines has always been the handling 

of bedpans. It is a surprising fact, considering the 
importance of the problem, that only recently has any suc- 
cessful mechanical device been developed to meet it. 

The only alternative to emptying and cleansing the pans 
by hand in an open hopper has been the use of the steril- 
izing washer. This apparatus was first produced when 
typhoid was prevalent and was designed primarily to 
sterilize the feces, not the pans. It has not been gen- 
erally adopted in the hospital field because of its slow 
and complicated operation. The latest 1925 model has 
three steam and water valves, a foot pedal to open the 
cover, and a hand lever to dump the pan. The nurse or 
attendant must perform eight distinct operations or mo- 
tions in proper sequence to cleanse and sterilize a single 
pan, the series requiring from four to five minutes. The 
writer recently visited a hospital where one of these 
new sterilizers was installed and watched two nurses 
and one attendant empty pans. In no instance was the 
proper procedure carried out. 

It has long been obvious that something radically dif- 
ferent should be devised. For several years the writer has 
urged a number of manufacturers of hospital equipment 
to produce a simple bedpan washer uncomplicated by the 
sterilizing feature, feeling that this would meet the ne- 
cessities, even if it failed in the refinements of sterilizing 
each pan. 

At the 1924 convention of the American Hospital As- 
sociation, a new type 
of bedpan_ washer, 
shown for the first 
time, proved to be one 
of the most interesting 
of the exhibits. It is 
compact, simple in op- 
eration, cleanses. the 
pan without odor, with- 
out splashing, in less 
time than it can be 
washed in an open hop- 
per. After proving its 
worth by a year’s use, 
, it would seem that this 
apparatus has_ solved 


QO OF the most disagreeable and unscientific of 


the problem of mechan- 
ical washing. The next 











step in evolving a complete technique was to devise some 
simple method whereby all pans could be sterilized after 
each using, without injecting into the nurse’s already over- 
crowded day a separate, complicated and time consuming 
procedure. 

It has long been recognized that the promiscuous use 
of unsterile pans falls far short of ideal hospital prac 
tice, but outside of the ma- 
ternity service this practice 
generally prevails. In the 
majority of institutions pans 
are washed in an open hop- 
per, and if sterilized at all, 
are boiled in the utensil 
sterilizer, a practice to which 
there is at least a sentimen- 
tal objection, and one that 
adds a separate routine, tak- 
ing the nurse away from 
other duties for considerable 
time. There is always the 
danger of accidents when a 
water boiling apparatus is 
used by a nurse charged with 
other respensibilities. If the nurse turns on the water, 
and is suddenly called away and forgets to turn off the 
water, the sterilizer overflows and flood damage results. 

The technique here described, of universal application, 
was devised primarily for a new maternity hospital. The 
medical director insisted that provision be made for 
sterilizing all bedpans at each of the four hour bedpan 
rounds. The use of the combined sterilizer and washer 
was out of the quesfion, since in a twenty-four bed serv- 
ice the five minutes required for each pan would mount 
up to two hours. The water boiling utensil sterilizer 
would necessitate a greater number of pans for each serv- 
ice and take practically the same time. The plan finally 
adopted combines the use of this washer with a specially 
designed direct steam chest which together will wash 
and sterilize twenty-four pans in 35 minutes, without re- 
quiring the nurse to spend much time in the process. It 
will be noted that the procedure is almost entirely me- 
chanical and requires practically no thought or concentra- 
tion on the part of the attendant. It is almost mistake 
proof. The nurse does not have to wait a second, in 
emergencies, after closing the door of the washer or turn- 
ing on the valve in the steam chest, but can return at 
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St. Elizabeth’s Hospital 
Lafayette, Ind. 
Main Bldg. 
Architect: 

D. X. Murphy & Bro. 
Plumber: 
Wallace Bros. Co. 





City Contagious Hospital 
Madison, Wisconsin 
Architect: 

Claude & Starck 
Plumber: 

W. J. Hyland, Inc. 
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Allen Memorial Hospital 
Waterloo, Iowa 
Architect: 
Mortimer B. Cleveland 


Plumber: 
Quest & Smith 





Cree State Hospital 
Salem, Oregon 
Architect: 

Lazarus, Whitehouse & Fouilhoux 


Plumber: 
J. A. Bernardi 





Washington County Memorial 
Hospital 
Barilesville, Oklahoma 
Architect: 

Walton Everman 


Plumber: 
Sell Orr Heating Company 





Addition to St. Joseph’s Hospital 
South Bend, Indiana 
Architect: 

Fryermuth & Maurer 








Plumber: 
J. E. Haney 
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Successfully Meeting 
the Supreme Tests of 
Time 


 garyeed is an old saying to this effect, «The proof 
of the pudding is in the eating.” This maxim 
holds especially true in such a difficult field as 
that of hospital plumbing. 





Handsome white fixturesand shiny brass fittings mean nothing 
until years have rolled away and proven that those fixtures and 
fittings can and have rendered the service expected of them. 


Everyone interested in hospital plumbing has ample oppor- 
tunity to inspect Clow installations that are functioning suc- 
cessfully after ten, fifteen and more years of strenuous service. 
Taking advantage of such opportunities has led many 
modern hospitals of the type 
pictured on this page, to insist 
upon Clow for all plumbing. 


The advantages of such specifica- 
tions become especially evident 
when it is considered that the 
Clow line is invariably complete, 
in hydro-therapeutic fixtures 
and fittings, as well as in staple 
plumbing goods. 





JAMES B. CLOW & SONS 
534-546 S. Franklin St. 
CHICAGO 


Sales offices in principal cities 








PREFERRED FOR EXACTING PLUMBING SINCE 1878 
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once to her patient. This means a great saving under 
present nursing conditions. 

The photograph shows the new washer with standard 
automatic flush valve. The washer may be built in flush 
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with the wall. The nurse carrying a full pan opens the 
door with the foot pedal, places the pan in the rack, 
shuts the door, which dumps the pan, pulls the flush valve 
and the job is complete. Routinely she should wait the 
necessary thirty to forty-five seconds, remove the pan 
from the washer and place it in the rack in the steam 
chest, leaving the washer ready for the next comer. In 
an emergency this is not necessary, as the water is shut 
off automatically. 

The steam chest on the right of the washer is of the 


Food that’s" good” 


for them 
That they eat because they love! 








THE QUAKER 


OCTORS know how few foods of 
which the above can truthfully be 
said. 


Quaker Puffed Wheat and Quaker 
Puffed Rice are grain foods with the 
lure of confections. Foods that taste 
good when nothing else does. 


Each grain is steam puffed to eight 
times normal size, which makes diges- 
tion easy. The Puffed Wheat embodies 
25% of bran. 


The flavor is like toasted nutmeats... 
only richer. Children take to them 
without urging. And the most indif- 
ferent adult appetite yields to their 
attraction. 


Try them, please, in your next 
: “appetite” case. What hap- 
pens will surprise you. 


Today, order a 
package each of 
Puffed Wheat and 
Puffed Rice of your 
grocer, then alternate 
to avoid chance of 


monotony. 








OATS COMPANY 











simplest possible type,—a metal box with a water sealed 
cover, controlled by a foot pedal on the left side close to 
the washer, so that the nurse can operate it without an 
unnecessary step. Sterilization is by direct steam. The 
chest is vented and drained. It is designed to hold an 
open metal rack with a capacity of five standard bed- 





pans. When the rack is filled, the steam valve is opened 
and all of the pans are sterilized at once, in less than 
three minutes. Direct steam sterilization is in common 
use in many hospitals. In this procedure it has the ad- 
vantages of eliminating odor, saving time and eliminating 
the danger of flooding, as no harm is done if the steam 
valve is left open beyond the required time. 
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Save This Page 


It contains just the information you will need when ordering 
bottles. Clean, pleasing appearing bottles—bottles that have been 
scientifically Owens Machine Made—by Owens for long life and 


re-use. 


Owens Ovals for Prescriptions 






























































Owens Ovals, plain or graduated % to 32 oz. 
All services are heat sterilized and carton 
packed in convenient units, either Handy 
(not corked)...Corked...Screw Capped...or 
Square-O-Sealed. 


Citrates 


Owens Citrates are 12 oz. Blown in crown, 
screw cap, iron-head, or porcelain stopper 
finishes. 


Nursers 


All Owens 8 oz. Nursers...Wide-Mouths... 
Ovals...or Rounds are packed in 2 doz. 
cartons. 


Specimen Bottles 


A sturdy 6!4 oz. bottle that will stand constant 
abuse and re-use. 1,000 manila caps, printed 
with a form for identification are included with 
each gross. 


Glass Stoppered Bottles 
and Amber Squares 


In a complete range of sizes, either rounds or 
squares. Particularly adapted for alcohol. 
There is also available Amber Squares with 
glass rod applicators 44, % and 1 oz., packed 
in 14 gross cartons. And Amber Squares fitted 
with stopper-droppers, the 4% and ™% oz. in 2 
doz., the 1 and 2 oz. in 1 doz. cartons. Your 
jobber will supply your needs—specify Owens. 
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Cloth-Lined 


Metal Weatherstrip 
Keeps the Heat In and 
Drafts and Dust Out 


Every time Athey Cloth-Lined 
Metal Weatherstrip is tested in 
competition with others it proves 
its greater efficiency. It is the 
only cloth-lined metal weather- 
strip made. And experience de- 
monstrates conclusively that a 
cloth to metal contact is the only 
one that actually “seals” the 
windows against drafts and dust. 

In the Athey strip the metal rail slides 
smoothly and easily in a cloth-lined 
metal channel. The cloth hugs the rail 
tightly, making a perfect “seal”. Yet 
the windows open and close easily. 


Such notable buildings as The Blackstone, 
The Drake and Edgewater Beach Hotels, The 
London Guarantee, Peoples Gas and Twin 
Wrigley Buildings in Chicago—and thousands 
of others— have installed Athey Cloth-Lined 
Metal Weatherstrip because they found it 
was the best to be had. 


For Wood and Metal Sash 








hthey Products 


Perennial Window Shades Disappearing Partitions 
Skylight Shades Cloth-Lined Metal Weatherstrips 











Write for complete information and prices 





Mhey Company 


6002 W. 65th Street - Chicago, Illinois 


In Canada: CRESSWELL-McINTOSH, Reg’d 
270 Seigneurs St., Montreal, Que. 
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Next to the steam chest are two shelves, each holding a 
five pan rack. The lower is solid and drained, the upper 
open, so that the sterilized pans can drip into the lower, 
keeping the floor dry. The rack, filled with five stand- 
ard pans, weighs only 18 pounds and can be lifted with but 
little effort from the sterilizer to the shelves. Both are 
placed low to minimize exertion. 

The complete utility room complement consists of three 
racks and ten bedpans, which number should meet the re- 
quirements of the average patient group. This will reduce 
the number of pans usually required under present meth- 
ods, particularly in private room service, where an in- 
dividual pan is kept in each room. Moreover, a sterile 
pan from the central service is preferable. 

As an alternative to the open shelves the standard 
heated metal cupboard may be used for the pan racks. 
This, however, will not be found necessary in general 
practice, as the sterilizer pans will retain heat for a con- 
siderable period even on an open shelf. The cupboard 
having a door to be opened and closed each time a bed- 
pan is used necessitates constant additional labor. In- 
cidentally the device can be used to wash urinals and 
douche pans for which a similar rack has been designed, 
permitting the same method of sterilizing. 

The equipment listed is a complete unit designed for a 
floor utility room. In order to minimize the carrying of 
bedpans the writer has adopted the practice of establish- 
ing one or more additional washing units on each floor, 
usually in an alcove adjoining the patients’ toilets. These 
sub-units consist of a washer and two shelves for racks, 
one marked for sterile pans and the other for washed 
pans. When a rack of washed pans is filled, it is carried 
to the central utility room and the pans sterilized there. 
Where sub-units are used a third shelf should be pro- 
vided in the utility room so that an additional rack of 
sterile pans may always be available. 

In designing this procedure the aim has been to keep 
down both first cost and upkeep. The cost of the com- 
bined outfit, the washer, steam chest, shelves and racks, is 
only about one-third more than the price of a single com- 
bination washer and sterilizer. Its working capacity 
is four times as great. The new process saves time 
and labor, eliminates the unpleasant handwashing, min- 
imizes odors, and makes it possible, by the simplest means, 
to establish the routine use of sterilized bedpan for all 
patients. 





A STAINLESS, RUST-PROOF STEEL FOR 
SURGICAL INSTRUMENTS 


A new metallurgical development of interest to hospital 
people is a stainless or rustless steel that meets every 
requirement, structural or otherwise, for metals of this 
type, and at the same time resists corrosive influences 
and mechanical stresses. 

The surgeon demands strength, but freedom from 
brittleness, resistance to corrosion, sterilizing temperature 
repeatedly applied, erosion and abrasion, and finally that 
the metal take and retain a highly polished surface. 

One of its more important recent applications is a rust- 
less steel hypodermic needle that in practice has been 
found to be non-corrodible by any of the solutions ordi- 
narily used by hypodermic means and, as it is further 
unaffected by atmospheric moisture, it would seem to ap- 
proximate the ideal long sought by the surgeon. This 
rustless hypodermic needle has passed through the stages 
of initial routine use under exacting conditions success- 
fully and is now readily obtainable through the usual 
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New wing of Homeopathic Hospital, 
Pittsburgh, now under construction, 
Fund-aising directed by Ketchum 


The Business of Ketchum Publicity is to aid hos- 
pitals, colleges, fraternal organizations, churches 
and other institutions which merit public or 
semi-public support. 


The Methods of Ketchum Publicity are adapted 


in every instance to the situation at hand. They 
are based upon thorough study of local conditions. 


The Men who represent Ketchum Publicity are, 
without exception, qualified by experience, train- 
ing, character and personality to fulfil successfully 
the responsible relationship of campaign director. 


The Clients who have been served by Ketchum 
Publicity, over a period of years, are the endorsers 
of these statements. The responsible officer of a 
philanthropic institution may have their names 
and ask them direct what they think of 


KETCHUM PUBLICITY 


INCORPORATED 


Institutional Finance 


WRITE TO 
NORMAN MACLEOD 
PARK BUILDING - PITTSBURGH 
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—this new easy way to 
mark hotel linens 


Now—for the first time, 
the textile industry’s 
favored method of 
marking is made avail- 
able to hospitals. It is 
the Kaumagraph Trans- 
fer method. 


For 25 years, the Kaum- 
agraph Transfer method 
has been the leading 
method of applying 
markers to the selvage 
of textiles, on the toe of 
hosiery, on the collar of 
underwear, etc., etc. 
Leading hotels through- 
out the country have 
adopted Kaumagraphs 
as an ideal way to ap- 
ply their crest to their 
kitchen, dining room and 
bed linens. And now this 
same method, tested 
and proven for a quar- 
ter of a century, is at 
last offered to hospitals. 


The Kaumagraph 
Transfer method is the 
most effective way of 
marking such items as 
sheets, pillow cases, 


kitchen linens, towels, 
napkins, nurses and in- 
terns uniforms, em- 
ployees personal laun- 
dry, blankets, etc. 


For Kaumagraph Trans- 
fers are applied in two 
seconds—just pressed on 
with a hot iron. They 
are indelible—under 
test, Kaumagraph ap- 
plied markers have 
withstood hundreds ot 
washings. They are 
handsome—a Kau ma- 
graph applied mark is 


as clear and beautiful as | 


a fine letterhead. 


5,000 for only $19.80 


We will send you 5,000 
Kaumagraph Transfers of 
your hospital name or crest 
made especially for you for 
only $19.80 (less than % 
cent apiece), size not ex- 
ceeding 1% inches square. 
Additional individual names 
for nurses, internes, etc., a 
dollar each name for a car- 
ton of nine dozen. Send in 
your order now—use the 
convenient order coupon 
below if you prefer. 


K. For marking your linens, blankets, etc., yh 








C] name 
C] crest 


Name 


Kaumagraph Co., 350 West 3ist St., New York City. 
Enter our order for 5,000 Kaumagraphs of our 


{check item desired.) 





Address 
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TEN RULES FOR THE ENGINEER 
By Russell Byron Williams, 
Field Editor THE M DERN HospPITAL, Chicago. 
1—Know your power costs. 
2—Know your power distribution. 
3—Know your fuel. 
4—Know your temperatures. 
5—Maintain cleanliness and good repair. 
6—Be able to control emergencies. 
7—Install modern equipment. 
8—Know how to handle men. 
9—Keep abreast of the times. 
10—Be constantly on the job. 
ET forth here, are ten points which, if obeyed, will 
S result in lower costs and minimized waste. They are 
principles that many hospitals have found profitable 
in practice. 

Present day power generating practice is far from per- 
fect. In some instances, the power wasted by industrial 
plants is equal to their profits. Many power plants, in- 
cluding those of hospitals, waste 50 per cent of the power 
generated. Almost all plants waste from 10 to 20 per 
cent, so that the ones that have cut waste to 10 per 
cent are on the preferred list. From whatever cause, 
wasting more than 20 per cent of the power generated 
indicates a power plant’s weakness extremely dangerous to 
the welfare of the institution. 

I. Know your power costs. This is the most funda- 
mental requirement in the elimination ot waste. Power 
generation, in its broad sense, is a manufacturing process. 
Accurate, definite knowledge of costs is as important to 
the hospital engineer as it is to the hospital director. 
The total producing costs should be accurately defined, 
and that total should be subdivided into fuel, water, labor 
charges, supplies, maintenance and management. 


Accurate Daily Records Needed 


Clearly defined power costs cannot be obtained except 
through keeping accurate daily records and the analysis 
of performance charts. There are a number of valuable 
‘books on the market covering the keeping of power plant 
records with which any eugineer can provide himself at 
small cost. 

II. Know your power distribution. In addition to hav- 
ing power costs properly defined, the engineer should know 
when and where his power is going. The heat, light, 
steam and power requirements of every department or 
ward should be known, and those departments should be 
changed for what they use just as if the power plant 
were a separate organization or a public utility. This 
requires complete metering, but meters are a necessary 
tool in the economical performance of any power plant. 
Without them, definite records are impossible and without 
such records no engineer can hope to reduce waste or 
cut costs. 

III. Know your fuel. Coal is steam ore. As the pro- 
ducer of metal must have complete knowledge of the ore 
to produce his metal economically, so must the engineer 
have complete knowledge of his “ore” to produce his 
steam advantageously. 

Annually, the U. S. Bureau of Mines issues a complete 
survey of all coals produced in the United States. This 
survey contains accurate, laboratory analyses of the va- 
rious coals from the many producing districts. From 
this survey, information regarding ash content, percentage 
of moisture, coking properties, and all other elements 
that enter into a tabular statement may be had. The 
engineer buying and using coal without the aid of these, 
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Private Room 
Service Coffee Pot 
No. 001459 
Capacity, 8 ozs. 





Designed for Hospitals 


—by men who know how 


tke GORHAM COMPANY is fortunate in having had years 
of experience in designing silverware for hospitals. And 
it is attention to the finest details together with years of 
experience which enables Gorham to produce a coffee pot 
such as that above. 

Note in the photograph: 

1—The flat top which permits stacking; convenience and econ- 

omy of space. 

2—Sanitary construction and the ease with which it can be cleansed. 

3—Dignity of design. 

4—Insulated handle. 

5—Construction: Base metal 18% nickel silver and heavily 

silver plated. 

But there is one important point which the photo can 
not show. That is the Gorham master-craftsmanship and 
high standard of quality which goes clear through every 
piece of Gorham silverware. 

Ask to see photographs and prices on our complete line 
of silverware for hospitals. 

Send for our leaflet showing list of users 


THE GORHAM COMPANY 


NEW YORK CHICAGO SAN FRANCISCO 
2 West 47th Street 10 So. Wabash Avenue 972 Mission Street 
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New St. Mary's Hospital, St. Louis. Designed by Albert Groves. 
E. P. Bradley, Consulting Engineer. Monarch Strips installed by 
W. J. Moslank, 4800 Delmar Boulevard, St. Louis. 


No Excess Air 


or Noise 


at St. Mary’s 


“Monarch Strips have banished dust and 
dirt from St. Mary’s,” writes Mother M. 
Concordia. ““They have prevented windows 
from rattling and have kept out all outside 
noises. Also, they have made the building 
much warmer.” 

Monarch Strips on hospital windows and 
doors mean clean hospital rooms and clean 
hospital floors. They mean freedom from 
dangerous draughts and cold floors. They 
mean no excess air to heat, hence the lowest 
possible fuel costs 

Monarch Strips are the only strips which 
automatically adjust themselves to any swell- 
ing or shrinking of the wood in the sashes 
and frames of windows. They hold the sash 
and frame in the same relative position at all 
times. They last as long as the hospital 
itself, and always work as well as when new. 
How about your hospital—doesn’t it deserve 
the protection of these better weather strips? 
Isn’t positive assurance of freedom from 
dangerous draughts, cold floors, dust, dirt, 
soot and high fuel bills worth a few minutes 
anda2¢stamp? A simple request will bring 
the whole Monarch story. 


MONARCH METAL PRODUCTS CO. 


4960 Penrose Street St. Louis, Missouri 


Manufacturers of Monarch Metal Weather Strips for 
Wood Windows, Doors and Pivoted Steel Factory Sash 


Representatives in all Principal Cities 


MONARCH 


METAL WEATHER STRIPS 
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| or similar analyses, is spending his hospital’s money on 
; personal judgment, a practice which seldom gives maxi- 





Vol. XXV, No. 4 


mum efficiency. 

Too often coal is bought on a price basis, with utter 
disregard for quality or its adaptability to existing equip- 
ment. This invariably leads to increased costs or de- 
creased efficiency. In all cases, the engineer should be 
the court of last appeal, both for the fuel that is used, 
and for all power plant equipment. 

IV. Maintain cleanliness and good repair. Cleanliness 
means nearly as much to the power plant as it does to 
the hospital. In the one place, cleanliness means health; 
in the other, economy. And cleanliness, for the power 
plant, means more than the mere elimination of excess 
grease or coal dust. It means the abolition of all dirt. 
Dirt is merely matter out of place. Neither a newspaper, 
a length of hose, a wrench, a hoe, three bolts, or a shovel 
would be classed individually as “dirt.” Yet if these 


| articles are scattered over the floor of the boiler room, 
| a “dirty” floor results. 


| sixteenth of an inch of scale in the boiler tubes 


| can be most expensive. 


What Cleanliness Implies 


Cleanliness in the power plant, however, should mean 
far more than clean floors, spotless gauge glasses or shiny 
brass. It extends to the tubes, inside and out, the fire 
box and the ash pit, the reservoirs and the flues. One- 
will 
reduce efficiency 15 per cent. A cinder one-fourth inch 
in diameter will plug a hole in the stationary guide of a 
water-drive tube cleaner and reduce the efficiency and 
capacity of that instrument 12 per cent. A leaky valve 
or a poor steam trap will cause astonishing wastes. A 
dripping faucet or a switch that doesn’t break the circuit 
Noise is wear expressing itself. 


| When an appliance is noisy, repair it, either with oil or 


tools. The larger wastes are more obvious. It is the 


| little things, the jobs classed as “repairs,” that are, in 





the long run, quite as important as the major errors. 

V. Know your temperatures. Here again is seen the 
value of recording instruments and meters. Flue gas 
temperature, feed water temperature, furnace tempera- 
ture—all temperatures should be definitely known at all 
times. There is a very definite relation between the 
degree of temperature and percentage of CO:. There is 
a distinct tie-up between feed water temperatures and 
consumption of fuel. Ten degrees in feed water tempera- 
ture equals 1 per cent in fuel costs. Without definite 
knowledge of feed water temperature and its proper 
control, reduction in fuel consumption is impossible. 
Without definite knowledge of all other temperatures, and 
proper control of all elements of association, sustained 
high efficiency is impossible. 

VI. Be able to control emergencies. However large 
an engineer’s wage he can save his yearly salary many 
times over through the ability to think quickly and ac- 
curately. In the operation of any plant, emergencies are 
bound to arise. A high pressure steam main will rupture, 
a short circuit may develop in one of the busses, or an 
exceptional amount of live steam may be suddenly and 
unexpectedly demanded, thus creating a great fluctuation 
in load. One of these emergencies, if not properly con- 
trolled, may easily upset the orderly function of the 
whole institution. The ability to think clearly, and 
quickly, is a prerequisite of every hospital engineer. 

VII. Install modern equipment. This is the age of 
inventions. At no time has far-reaching improvements in 
the power division been brought forward with greater 
rapidity. So rapid is the advance of mechanical science 
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t Sheets and pillow cases 
alve 

A + - . 
ni of Permanent Finish Indian Head 
| or 
ee NDIAN HEAD has always been famous for its wearing 
| qualities, but the new Permanent Finish has increased 
the its wear fifteen per cent by actual test. 
se Permanent Finish Indian Head feels like linen, and is 
all soft and comfortable to the skin. It will not lint or “fuzz 
oe up.” It is easy to iron, and will retain its clear white color 
ont through laundering and sterilizing. 
ra- Therefore, Indian Head with the new Permanent Finish 
vou is proving very satisfactory and economical for sheets and 
ble. pillow cases. 
a You can buy Indian Head by the bolt in 54- and 63- 
| inch widths, for sheets. Indian Head Pillow Tubing is 
rge made in 40-, 42-, and 45-inch widths. 
pe Write us for a generous sample. Make any test you 
are like. Then you will agree with us that Permanent Finish 
ure, Indian Head is the best material for your hospital beds. 
/ an 
Amory, Browne e @o,, Boston and New York. 
the LOOK FOR THIS MARKING ON EVERY YARD 


INDIAN HEAD 


s in REG. U.S. PAT. OFF. 
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Do You Know 
How Much 
Your Laundry 

Costs? 


OF course you know the cost of labor, 

supplies, and all such obvious fac- 
tors, but how about the effect of washing 
on your sheets and towels and other 
goods? Have you computed the cost of 
that? Do you know how many times 
a sheet can go to your laundry before 
it wears out? 








Every hospital should use Escolite in the 
washroom because it preserves the fabrics 
from the destructive effects of alkali. It con- 
tains alkali, but in a controlled state which 
prevents it getting into the fibre and causing 
discoloration or decay. 


Have your washman use Escolite with any 
good washing formula, and you will be de- 
lighted with the snowy whiteness of the work, 
as well as with the longer life of the goods. 
Tell him to remember that Escolite is a much 
more effective cleanser than other detergents, 
so less is required in the wheel, although an 
excess quantity does not cause any damage 
as is the case with others. Escolite washes 
the goods white and rinses easily, so it cuts 
down the use of bleach and sour, thereby re- 
ducing a major cause of fast wear, as well as 
effecting economy. 


A Cowles Service Man can help your wash- 
man as he has helped hundreds of others. 
Shall we send him, without cost to you? 


The Cowles Detergent Company 
560 Commonwealth Bldg. 
Euclid Ave. at E. 102nd St. Cleveland, Ohio 


ESCOLITE 


FOR BETTER WASHING 
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| and combustion practice that practically every large power 


| old characteristic of human nature. 
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plant, recently erected, is different from all others in 
some particular. 

Hesitancy to discard old equipment for new is an age 
We see in the old 
appliances our original investment. To us they represent 
value, and that visible value causes blindness to the in- 
visible losses consequent to their continued operation. 
Somehow, we would rather “get along” than make a 
change that may cost money, yet effect greater savings. 
This trait of hesitancy blocks the progress of all peoples 
and costs both industry and medicine untold sums in 
limited activity and countless years in development. Hesi- 
tancy in matters pertaining to the power plant, will 
prove costly, since the power plant, more than any other 
department, can be a source of economy and profit or 
a channel for waste. 

VIII. Know how to handle men. The good executive 
is the one who can get others to perform tasks for him. 
Ordinarily the engineer does not have a great number of 
men under his direction. But on the shoulders of those 
few men rests the ability either to make or break the 
efficiency of not only the power plant but of the hospital. 
In no other department are cooperation and loyalty more 
imperative. Firemen who fail to watch the feed water, 
who do not heed the warnings of the CO, recorder, who 
are not deeply interested in keeping an even flow of fuel, 
who do not care whether the tubes are clean, who say 
“never mind” when they see a crack in the fire wall or 
a leaky valve, cost the hospital many times their salary. 

IX. Keep abreast of the times. Five years ago there 
were no broadcasting stations. Today there are 562 and 
the radio industry is providing employment for over 250,- 
000 persons. The value of radio equipment now in use 
equals three-fourths the value of all the jewelry, including 
watches and clocks, in the United States. In five years, 
the capitalization of the radio industry has jumped from 
less than one million dollars a year to well over a million 
dollars a day. 


Some Advances in Industry 


In Australia, gasoline with sufficient power to drive a 
light motor car forty-two miles on a gallon is being pro- 
duced from eucalyptus oil. In Pittsburgh metallurgists 
have produced a new metal so hard that it will turn a 
lathe, yet so porous that it will absorb oil like a sponge. 
It will be used extensively for installations that have 
heretofore lent themselves with difficulty to lubrication. 

Such a tabulation of facts could be extended indefinitely 
and yet would merely serve as added evidence that far- 


| reaching improvements are being made in every line >f en- 
| deavor, many of which directly effect the power producer 
and the steam generator. For instance, in Chicago, a ma- 


chine has been developed that will produce paper with only 
one-tenth the usual power requirements. This machine cuts 
the power requirements of a paper mill 90 per cent and 


| the item of power represents 40 per cent of paper making 





costs. How soon will it be before a new development cuts 
the hospital live steam cost by a high percentage? 

X. Be constantly on the job. No power plant will run 
itself. The automatization of machinery has taken long 


| strides, but we have not yet progressed to the point where 


machines will efficiently operate themselves. Power plant 
economies cannot be obtained unless some one vitally con- 
cerned is constantly on the job. Eternal viligance is 
necessary for the minimization of costs. Periodic inspec- 
tions are necessary for the reduction of maintenance 
charges. The power plant engineer who would be of the 
greatest value must be on the job all the time. 
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A demure and fascinating 
mode which spins the hair 
into great wheels over either 
ear. Perfected by a Lorraine 
Hair Net. 
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0,- FoR these four reasons, Lorraine Hair Nets have become an important 


ise part of the nurse’s equipment: 
ing 
rs, They prevent stray ends from escaping beneath the cap. 


a They enable her to pin her cap just as she wants it. 


They keep the coiffure of her leisure hours soft and charming. 


They protect her waves while she sleeps, making them last twice as long. 
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La For Sale Exclusively at F. W. WOOLWORTH CO. STORES 
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abt Gull Size—Single and “Double eMesh—Gor LONG GLAIR 
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‘No better ‘Nets 
at any price 10s 
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When using advertisements see Classified Index, also refer to YEAR BOOK. 


No finer nets are obtainable! 
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Rich food values 
in CREAM of WHEAT 


1 Cup of Cooked Cream of Wheat 


Weight Protein Fat Carbohydrate Cal- 
Grams Grams Grams Grams ories 





































250 5 I 33 165 


As this analysis shows, Cream of Wheat is a very 
valuable carbohydrate food. Carbohydrates yield 
the most important oxidizing material with the 
least expenditure of effort. They are economical 
because of their complete utilization and because 
the energy required for digestion is much lower 
than for fat and protein. 


Cream of Wheat has the further advantage of 
being in a particularly simple granular form 
which is handled by the most delicate digestion 
with a minimum of effort. 


Physicians are always sure of the uniform 
quality and condition of this food. Few foods 
are given the precautionary treatment that 
Cream of Wheat gets in milling and packaging. 


It is thoroughly cleansed from every foreign 
substance and given a sterilizing heat treatment. 
Then it is boxed in a tight container which is 
triple wrapped and sealed, making it proof 
against dirt and weevils. 


By these extra means you get in Cream of 
Wheat a protection which you cannot possibly 
have in foods sold in bulk or in- 


ferior packages. 


To know the food values you 
are getting and to depend on the 
safe way you get them—this is 
the standard of which physicians 
have expressed approval for 30 
years by prescribing Cream of 
Wheat. 


yeam ¢ Wheat 


Cream of Wheat Company, Minneapolis, Minnesota 
In Canada, made by Cream of Wheat Company, Winnipeg 





FOR 30 YEARS A STANDARD FOOD ON DIET LISTS 


© 1925, C. of W. Co. 
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A CURTAIN DRYER THAT TRIPLES OUTPUT 


A curtain dryer that permits one person to dry three 
times as many curtains as can be done on either the 
handkerchief or large mangles, or on the usual hook 
frames, has been developed at the Presbyterian Hospital, 
Chicago, by Mr. Asa S. Bacon, superintendent, and Mr. 
Beecher W. Jones, head of the laundry. The quality of 
work turned out by this appliance is much higher than 
that done with the other drying machines. 

Curtains, because they are starched and rather flimsy, 
are exceedingly difficult to mangle. The fabric is almost 
sure to become warped, with the result that the curtain 
when hung will be crooked. Drying them on hook frames 
usually leaves pin or hook holes in the edges, a thing 
detrimental to the life of the curtain. 

To the end that curtain drying might be greatly sim- 
plified and the quality of the work increased, the head 

, laundryman has 
cut eight holes in 
the galvanized iron 
side of his shirt 
and collar drier. 
In these holes he 
inserted ordinary 
twelve inch regis- 
ters. Above this 
series of registers 
he has cut another, 
and larger hole, di- 
rectly in front of 
the shirt-drier fan. 
He then built a 
twenty - four - inch 
addition to his 

shirt drier, the ad- 
a PG . dition completely 
housing the eight 
registers. As hous- 
ing for the draft he has built a smaller “cupola.” 

This housing is made of the same gauge galvanized iron 
as the original “parent” drier, and is lined with asbestos 
to aid in retaining the heat. The circulation is provided 
by the regular drier fan that forces the hot air into the 
cupola, through the curtain drier and back into the shirt 
drier through the eight registers. 

Into the side of this addition is inserted a rotating door, 
forty-four inches wide. The door is made of kiln-dried 
oak, and swings on an axis, thus permitting both sides 
to face the hot, circulated air. On both sides of this door 
are mounted two brass stripes (top and bottom), each of 
which is notched for the receipt of the curtain rods. On 
the bottom of the door (both sides) are twelve inches of 
carding cloth, while bordering on both ends and the fop 
are strips of carding cloth two inches wide. The carding 
cloth is identical with that commonly employed in textile 
mills, and is merely a strip of canvas heavily barbed with 
fine copper wire points. The bottom strip is made twelve 
inches wide to permit the acceptance of various sized 
curtains. 

To dry a curtain with the appliance, it is only neces- 
sary to insert the curtain rod in the end loop of the fab- 
ric. Hooking both ends of this rod into the top and 
bottom brass strip gives a true perpendicular on which 
to stretch the curtain. The fabric is then stretched and 
attached to the bristly, carding cloth. Once attached, the 
door is revolved, thus bringing the curtain into contact 
with the circulated hot air. On the reverse side is hung 
another pair of curtains, so that one pair may be drying 
while another is being attached. 





Device used at Presbyterian Hospital. 
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The Copeland—Chicago 


A Success F ounded on Quality 


Starting with scarcely more than an idea 
—that there are many people who want 
to eat where they get the best food—Mrs. 
F.M. Copeland, proprietor and manager of 
the C. & S. Cafeterias, has grown to be a 
factor of great importance in the Cafeteria 
field in Chicago. Her first venture served 
about six hundred people daily. Today, her 
two cafeterias provide meals for as many as 
three thousand people in a single day. 


Persistent adherence to the principle 
“Quality First,” has built this marvelous 
business, which now includes the opera- 


tion of the beautiful Copeland Hotel on 
Sheridan Road. Mrs. Copeland has made 
Sexton’s Pride of the West Brand her stand- 
ard, which is unanswerable evidence that 
no better foods are obtainable 


The value of the highest quality food is 
more and more appreciated and by a con- 
stantly growing number, as indicated by 
the steady increase in the demand for Pride 
of the West foods. Restaurants, hotels, 
hospitals, schools, institutions everywhere, 
wishing to keep pace with this progressive 
trend, will do well to utilize Sexton Service. 























PRIDE OF THE WEST AMERICA’S LARGEST 


AND EDELWEISS DISTRIBUTORS OF 
QUALITY FOOD No. 10 CANNED 
PRODUCTS FOODS 


Established 1 1883 


Specializing only in the supply of Hotels, Restaurants, Institutions, 
Clubs and Railroad Dining Systems 
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PATIENT’S GOWNS 


A very durable, comfort- " 
able, long-wearing Patient's | 
Gown. Full cut, double 
stitched throughout; patch 
breast pete three- 
quarter ength_ sleeves; 
round reinforced neck ; 
open back, fastened with 
three strong tie tapes; knee 
length, about 40 inches. 
Assorted sizes. 
Made from 
strong material, 
“Antler” Sheeting or “In- 
dian Head” Linene, espe- 
trade in our own work- 











Spaagtieneiy 
leached 





SS 5]SSS== 


cially for the Hospital trade ; 
rooms under sanitary hygienic conditions—far su- 
perior to ordinary machine-made muslin garments. 


OUR SPECIAL PRICES J 
In Lots of Twelve Dozen, per Garment... .$0.98 


Oo 
| 
0 
In Lots of Six Dozen, per Garment........ 
0 
| 
0 


1.10 
In Lots of Three Dozen, per Garment...... 1.20 fy 
In Lots of One Dozen, per Garment........ 1.28 


Satisfaction Guaranteed 


or our own ‘“*“TIJSACO’’ MANUFACTURE 


We specialize on Hospital Equipment of all kinds 
manufactured by Hospital Supply Company, Kny- 
Scheerer Company and American Sterilizer Com- 
pany—both New and Factory Rebuilt. Detailed 
descriptions, specifications and quotations cheer- 
fully furnished upon any article desired. Samples 
will also be submitted where practical. Our Con- 
tract Department is in position to extend attract- © 
ive terms on complete installations. | 


TIDEWATER SALES CORPORATION | 





co. 


West Avenue at 23rd St. Newport News, Va. 
OO S=S2 == ASSS55b Vo 


























LL AMBULANCE 
requirements are 
built in Hoover Am- 
bulances — Resiliency 
—Sturdiness—Adapt- 
ability. Comfort and 
safety to occupants is 
thus assured. 


HooveR Bopy ComMPANY 
YORK, PENNSYLVANIA 


Eastern Sales Branch 
Long Island City, N. Y 
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The rod that holds the loop open, thus facilitating the 


SSS SS —— insertion of the permanent window rod. All curtains are 


stretched evenly without warping, and without pin or 
hook holes along the edges. 

The installation involved in expenditure of $300. How- 
ever the cost is justified by the high quality of the work. 

By using the machine, one person may dry from 210 to 
225 pairs of short curtains per eight-hour day, while 
with two people, the machine will dry 130 to 140 pairs of 
long curtains daily. Friday and Saturday are set aside 
for laundering long curtains, since they can best be hand- 
led by two people and it is not always convenient to 
have two employees at this work. 

Such a drier may readily be installed in the majority 
of hospital laundries. If the “parent” drier is not to be 
had, or is so located as to be inaccessible, steam coils may 
be installed in the bottom part of the appliance. The 
heat rising from the coils would be driven down again 
by the fan in the cupola, which action would provide 
ample circulation. 





A SANITARY MIXING VALVE 
By Leslie W. Beebe, Attending Surgeon 
West Suburban Hospital, Oak Park, IIl. 

The ordinary hospital wash sinks and the methods of 
water control leave much to be desired in the way of 
sanitation. Many of them have no backs so that the 
wall behind becomes splashed and dirty. Some have 
pedals or pipes fastened to the floor about which dirts 
collect. The control of water by two pedals is unsatis- 
factory, since it is difficult to stand on one’s heels and 
regulate the mixture of hot and cold water at the desired 
temperature. 

The knee and elbow devices require the user to stand 
so near the sink that he or she is splashed, since the 
valves give out the full volume of water. 

After years of investigation and study of these existing 
conditions the author invented the mixing valve shown 
here, which has been in successful use for more than 
two years. 

It has the following advantages over other types: 

1. It will give a large 
or a small stream of water 
at any desired tempera- 
ture, thus avoiding splash- 
ing at times when the 
water pressure is high. 

2. It will give mixture 
of hot and cold, thus 
avoiding a stream with 
hot on one side and cold 
on the other. 

3. It is easily adjusted 
with the hands, but the 
hands need not touch the 
fixture after they are 
clean. For surgical wash- 
ing it does not matter if 
the hands touch it before 
they are clean. 

4. It does not have to be 
adjusted by each user, as 
the adjustment remains 
after use, thus avoiding 
waste of time, and water. 

5. The single pedal 
hangs from the lavatory 
or sink and, at the lowest 
point is three inches from 
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ARISTON 


SUPREME QUALITY 
Gelatine Desserts 


Coffees | ARISTON 


Teas 
cocoas | = “JUNIOR” 


Gelatin 


Desserts , 
Flavoring A Special Package 


Extracts for 


Bakin Special Diets 
Powders 
Pudding 
Powders Makes 1 Gallon— 
Marshmallow 50 Port; 
Brosia 
Meals * Seale alta 
ou are already familiar with Ariston’s six pound 
Magic carton, long a standard in the “big” kitchen. It gives 
Solvent 
you the finest Gelatine Dessert in the best package for 


large use. 


Be sure to Set You may now have Ariston Gelatine Desserts in a 
Our PriceList smaller size, specially adapted to the diet kitchen. 


o e Ul¢ Se Add a few dozen when next you order the 
“regular” carton. 


CALUMET 


oe y+ er ae OF OF a os = 
eoree Ea 7- Ny b 4 


409-411 WEST HURON ST. 
' tame 
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More Sanitary— More Economical 


ort 
Watrous 


Flush Valves and 
3 aie | Wall Closets 


th f tx Ly HE most thorough and 

ie — most sanitary flush is ob- 

a ———) tained with the Watrous Duo- 

jet Wall Closet. The flow of 

water is accurately governed 

by the Watrous Flush Valve. 

Clogging and overflowing 

are absolutely prevented by the elimination of the nar- 

row, zigzag outlet necessary in other makes. Nothing 

to obstruct the flow, or form a nesting place for bacteria. 

Supported by the wall, it presents no obstacle to 

keeping the floor in a perfectly sanitary condition. 

For full details on the Watrous Flush Valve and 
Duojet Bowl, write for Booklet D 


PLUMBING DIVISION 
Watrous Flush Valves — Duojet Closets — 
Self-Closing Basin Cocks — Combination 
Lavatory Fixtures— Pop-Up Wastes— Drink- 
ing Fountains—Liquid Soap Fixtures—etc. 


THE IMPERIAL BRASS MFG. CO. 


(Established 1885) 
1247 West Harrison Street CHICAGO 








Ba 


Send for Free Sample of 
BABY-SAN, the pure liquid 
castile Soap for Washing 
Babies— it’s SAFE! 

We will also send you on request a photograph 


of our Baby-San Soap Dispenser which stands 
on the table in the nursery. 


Surgical Soap HOSPITAL DE PAR Also Cresola- 
Germa ‘atten SN tum Refined 
Hand Cresol Com- 
pound and a 

full line of 

Hospital 

Supplies 


HUNTINGTON 


LABORATORIES, Inc. 
Huntington, Indiana 


the floor, thus allowing the floor to be kept clean and 
sanitary. 

6. It does not get out of order; the more it is used, 
the better the valve works. It requires no special repair 
parts and and janitor can repack it, if it should require 
packing. 

7. It is less expensive than any similar device on the 
market. 

8. It is adaptable to all lavatories and sinks, either 
new or old installations. 





EXTERMINATING MICE AND RATS 


Mice may best be poisoned in open fields, at garbage 
dumps, on river banks, and in warehouses by the use of 
barium carbonate. Ordinary oatmeal (rolled oats) with 
about one-eighth of its bulk of barium carbonate, mixed 
with water to make a dough or paste, is the most con- 
venient bait. This may be exposed in the bulk in a 
pan or put out, about a teaspoonful at a time, in run- 
ways. Hydrocyanic acid, gas, sulphur, strychnin (alkaloid 
or sulphate) paste will also destroy mice if placed near 
their nests. The strychnin sulphate paste is made by 
dissolving one ounce of the chemical in a pint of boiling 
water. After dissolving a heaping tablespoonful of dry 
laundry starch in a little cold water add it to the strychnin 
solution, and continue to boil until the starch is clear. 
Add a scant teaspoonful of saccharin or a cup of thick 
syrup to sweeten the paste and stir thoroughly. While 
hot, pour this mixture over twelve quarts of clean oats 
in a metal tub and mix until all the grain is coated. Be- 
fore using let the grain stand until the coating is dry. 

In preparing the alkaloid strychnin paste one ounce of 
the powdered chemical is mixed with one ounce of baking 
soda and (bicarbonate), and one-eighth ounce of powdered 
saccharin. Put this mixture in a tin pepperbox and sift 
it gradually over thirty pounds of crushed oats in a 
metal tub, mixing the grain constantly so that the poison 
will be evenly distributed. Never place more than one 
teaspoonful in a pile. 

The best way to get rid of mice is to starve them out, 
as they will breed faster than the traps, bait or poison 
will kill them. Plug every exit accessible to mice, not 
with pieces of wood or metal, but with large sheets of 
tin nailed securely. If it is necessary to use plaster of 
paris or white plaster to stop the holes powdered glass 
should be placed in it to discourage tunneling. 

As in the case of mice, rats can best be exterminated 
by the use of barium carbonate. Gasoline exhaust, di- 
rected by means of a hose into the burrows, will prove 
effective if other means of egress are closed. 

Powdered borax, sodium fluorid and plaster of paris, 
sulphur, carbon disulphide, naphthalene flakes, hydro- 
cyanic acid gas, strychnin (alkaloid and sulphate) paste 
and sea leeks or squills are other remedies that have 
shown their worth in many instances. The latter is a 
favorite poison in Europe. It is rapid in its action 
and a small quantity will kill a rat. There are three 
methods of preparing this poison. In the first method 
one ounce of powdered squills is mixed with four ounces 
of a strong smelling cheese. In the second formula a 
sea leek is cut into slices and two parts chopped into 
fine pieces with three parts of bacon. This is mixed with 
meal or flour enough to make all cohere, and is then 
baked into cakes. The last method advises chopping the 
leek fine and mixing with flour and water to make a 
dough. It is rolled out flat and dried in an oven, and 
then pounded into a fine powder that may be used on 
any kind of bait. 
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More Return Engagements 





ee ae ae . r ee ee eee eee 


i , 
ome ity 








CAPE COD HOSPITAL 
Hyannis, Mass. 


LAST MONTH WE REPORTED OUR THIRD CAMPAIGN FOR THE AMERICAN 
HOSPITAL OF PARIS at Neuilly-sur-Seine, France; the total subscribed being 
$930,000. 


THIS MONTH WE REPORT OUR SECOND CAMPAIGN FOR CAPE COD HOS- 
PITAL which serves a series of villages over a territory seventy-five miles long. 


Our first campaign for this hospital in August, 1922, produced $110,000. The 
second campaign in August, 1925, produced $170,000, with more to follow from 
outlying communities. 


THE PRESIDENT OF THE HOSPITAL WRITES THAT OUR SERVICES WILL 
BE REQUIRED AGAIN IN 1928, as the hospital is a progressive institution and 
bound to enlarge again to meet the needs of its growing constituency. 


WE APPRECIATE THESE CALLS FOR REPEATED SERVICE for the same ob- 
ject, or similar objects.in the same community, as a tribute to the efficiency with 
which our work is conducted. We have had as many as fifteen successive cam- 
paigns in one city, and at the present time we are conducting 





Our 16th Campaign in the Same City 


The same Efficient Service demanded by these communities 
is at your command 


WARD, WELLS, DRESHMAN & GATES 
Metropolitan Tower, New York 612 Wrigley Building, Chicago 









































When using advertisements see Classified Index, also refer te YEAR BOOK. 
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Attracting Nationwide i) Book Reviews and 
Attention for Infant ; { Current Hospital 
Feeding i Literature 


STN = = Li 


Sakari pin vo sage ORGANIZING THE PHYSIOTHERAPY CLINIC 
mending Karo (Corn Syrup) for By A. B. HIRSH, M.D., Chief of Physiotherapy and Oc- 


modifying and enriching whole lactic cupational Therapy, U. S. Veterans’ Bureau District 
: va ‘ ° No. 2, New York, N. Y.’ 

acid milk for infant feeding. Dealing comprehensively with the complete steps neces- 

sary in the organization and functioning of a physio- 

From a recent report: therapy clinic, Dr. Hirsh’s volume is a welcome addition 

to the somewhat limited literature concerning physio- 

“Recently we have given 6 new-born therapy. Beginning with a discussion of floor space in 

babies whole lactic acid milk with Karo proportion to the number of patients, and concluding 


with a treatment of clinical records, the book explains 
in detail, the location, mechanical equipment, current 
arrangements, necessary apparatus and duties of the per- 


one ounce to the quart as a complemen- 
tal feeding when we have found the ma- 


ternal milk supply inadequate after the sonnel of a physiotherapy clinic. 
fourth’ day, and when we have been un- Suggestions are offered which an organizer of a physi- 
able, by emptying the breast after each otherapy clinic will do well to consider. A complete 


inventory of apparatus and supplies needed to equip a 


nursing by manual expression, to increase ; anc 
§ I working physiotherapy clinic for 500 daily treatments is 





the supply sufficiently. They apparently given for each room. Floor plans for clinics offering 
digest this milk with its 3.5 to 4 per cent from sixty to 500 treatments daily, as well as complete 
fat and its 3.5 per cent protein, and do clinical record forms, may be found in this volume. 
well on it without signs of gastric or in- —R. V. P. 
testinal indigestion.” : 

. THE PATIENT'S BOOK 


Thoughts of cheer, consolation, encouragement and in- 
formation for the sick, especially in hospitals, by EDWARD 
F. GARESCHE, S.J., M.A., L.L.B., editor of Hospital Prog- 
ress, Milwaukee, Wis.* 

This little handbook for the patient serves a two-fold 
purpose. It sets forth in a simple way the mission of the 
hospital and the information that the patient should have 
about its organization. It answers the spiritual need of 
the sick by its prayers and paragraphs of comforting 
thoughts. In this respect the subject matter is of such 
character that it is acceptable to all patients regardless 
of creed, and is so presented in short, complete para- 
graphs that it appeals to old and young patients. 

: It is not the hospital itself that speaks through the 
CORN PRODUCTS “erin © pages, but a friend who has witnessed and studied the 
— AL oprices - mee os work done in hospitals, yet sees the institution from the 
a ES : patient’s viewpoint, and as such feels the need for hu- 
man sympathy. Father Garesché has thus given an in- 

terpretation of the heart of the hospital.—M. B. 








MEDICINE FOR NURSES AND OTHER PUBLIC 
HEALTH WORKERS 


By GEORGE HOWARD HOXIE, A.M., M.D., F.A.C.P., 
Lecturer on Medicine at the Research Hospital; Mem- 


foaslle ber of the Attending Staff of Research, St. Luke’s and 
There are three kinds of Karo General Hospitals of Kansas City, Mo.* 


—Blue, Red and Orange label— The grouping of communicable diseases and constitu- 
all are equally nutritious. tional and organic diseases in separate portions of the 


1. Reprinted from International Clinics, Vol. III, Series 34, J. B. 
Lippincott Company, Philadelphia, Pa., 1924. 

2 > by the Catholic Hospital Association, Milwaukee, Wis. 

3. W. B. Saunders Company, Philadelphia, Pa., 1924, 


Note: For the past 20 years 
Karo has been sold by grocers 
throughout America. 
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The 
Kensington 
an eee’ to the court of good will 


On the streets of your town, “The Kensington” modern ambulance service, “The Kensington” is 
will act as an ambassador to the court of good will. justly known as “America’s finest invalid car.” 


For it will be seen daily and admired by the people Its performance, too, is supreme—it can be de- 





whose good will is so necessary to your success. pended on for the same unvarying reliability char- 
It will give them .a favorable impression of your acteristic of every car in the S&S line. And like 
institution—it will be your ambassador, representing all S&S cars, “The Kensington” is designed and 
your institution at its best. built as a complete unit in the S&S factory—the 
: chassis for the body, and the body for the chassis. 
Equipped with every convenience demanded by A post card will bring complete details. 


The Sayers & Scovill Company — Established 1876 
Gest & Summer Sts., Cincinnati, Ohio 


“The Kensington” will be exhibited at the National Convention of The American Hospital Association to be 
held at Louisville, Ky., October 19 to 23. 

















Electric Food Truck 


FOR 
HOSPITAL SERVICE 


The type of Electric Food Truck illus- 
trated has been accepted by the most 
finely equipped hospitals in the coun- 
try. All the modern improvements 
for the convenience and comfort of 
patients have been incorporated in it. 


Write for our catalogue 
CHINA — GLASS — SILVERWARE 


itchell-‘Woodbury @mpany 


ee MANUFACTURERS SISTRISUTORS 























When using advertisements see Classified Index. also refer to YEAR BOOK. 
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Accurate 
weight records 


with a Fairbanks 


Almost a century of scale 
™, building lies back of the 
? accuracy of Fairbanks 
Scales. Where accuracy of 
records is essential—as in 
the protection of health 
and caring for invalids— 
Fairbanks Scales have 
proved absolutely depend- 
able. 


The Fairbanks Health 
Scale, designed from the 
suggestions of scores of 
leading physicians and ap- 
proved by them, has been 
built for exacting service. 
It is enameled in white 
and presents a sanitary 
and attractive appearance. 
The scale reads to 300 
pounds by quarter pounds 


Fairbanks ea Seale On the beam. The usual 


annoyance of loose weights 
that can be mislaid or lost is eliminated. 
A measuring rod can be had for a small 
extra charge. 


The Fairbanks School Scale is very simi- 
lar to the Health Scale, but is finished 
in mahogany to withstand scuffing and 
rough usage. It can be read either 
standing or sitting—a great convenience 
when weighing numbers of people. 


The Fairbanks Clinic Scale is intended 
for small children and babies. It is fin- 
ished in white enamel. The extra beam 
balances blankets or padding so that 
weights to 105 pounds can be read direct 
by half ounces. This affords the extreme 
accuracy so often required in pediatric 
practice. 


See your dealer for complete informa- 
tion about these scales, or write us 
direct. 


FAIRBANKS SCALES 
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new edition of Dr. Hoxie’s manual, has facilitated easy 
study of this subject and indiscriminately avoided the 
usual method of jumping from chapter to chapter. The 
more general diseases of all groups are discussed, as 
well as the methods by which they are recognized, their 
causes and treatment. The handling of each division gives 
the nurse a comprehensive view of the origin of diseases 
and the means of preventing them.—R. P. 





WE AND OUR HEALTH, BOOK I 


By E. GEORGE PAYNE, M.D., Member of the Joint Com- 
mittee on Health Problems of the National Educational 
Association and the American Medical Association.’ 


This book, the first of a new series by Dr. Payne, is 
intended for use in the third and fourth years of the 
elementary schools and reflects a new point of view in 
regard to health. An attempt is made here to get away 
from the placing of emphasis upon the lack of health 
rather than upon the possession of it, in order to put 
the child in a wholesome mental and spiritual attitude 
through the radiation of health. After reading it chil- 
dren should not be self-conscious and morbidly introspec- 
tive regarding their own health. It is cheery in its 
binding and the illustrations should fascinate children. 
—R. V. P. 





BOOKS RECEIVED 


CLINICAL LABORATORY DIAGNOSIS. Designed for 
the use of students and practitioners of medicine, by 
Roger Sylvester Morris, A.B., M.D., professor of medi- 
cine in the University of Cincinnati and director of the 
medical clinic of the Cincinnati General Hospital, for- 
merly associate professor of medicine in Washington 
University, St. Louis; associate in medicine, Johns 
Hopkins University, and assistant resident physician, 
Johns Hopkins Hospital; instructor in medicine and 
demonstrator of clinical medicine, University of Michi- 
gan. D. Appleton and Company, New York-London, 


THE TECHNIC OF LOCAL ANESTHESIA. By Arthur 
E. Hertzler, A.M., M.D., Professor of Surgery, Uni- 
versity of Kansas; Surgeon to the Halstead Hospital, 
Halstead, Kan., and to St. Luke’s Hospital and St. 
Mary’s Hospital, Kansas City, Mo.; Third edition. The 
C. V. Mosby Company, St. Louis, 1925. 


ELEMENTARY ANATOMY AND PHYSIOLOGY FOR 
NURSES, including chapters on psychology, biology. 
comparative anatomy and embryology. By H. Clifford 
Barclay, M.D., Ch.B., M.R. C.S., L.R.C.P., F.R.C.S. Ed., 
Examiner in forensic medicine, New Zealand; late su- 
perintendent Waimate County Hospital, New Zealand. 
Third edition, William Wood and Company, New York, 
1925. Price $3.50. 


PERSONAL AND COMMUNITY HEALTH. By Clair 
Elsmere Turner, Associate Professor of Biology and 
Public Health in the Massachusetts Institute of Tech- 
nology; Associate Professor of Hygiene, Tufts College 
Medical and Dental Schools. C. V. Mosby Company, St. 
Louis, 1925. 


DISEASES OF CHILDREN FOR NURSES, including 
Pediatric Nursing, Infant Feeding, Therapeutic Mea- 
sures en ha in Childhood, Treatment for Emergen- 
cies, Prophylaxis and Hygiene. By Robert S. McCombs, 
M.D., Associate in Medicine at Philadelphia Hee go 
Instructor of Nurses at the Children’s Hospital of Phila- 
delphia. Fifth edition. W. B. Saunders Company, Phil- 


Preferred x Q@ World Over 


CHICAGO NEW YORK 
900 S. Wabash Ave. Broome and Lafayette Sts. 


And forty other principal cities in the United States 
1017 


adelphia, 1925. Cloth, $2.75 net. 


METHODS AND PROBLEMS OF MEDICAL EDUCA- 
TION (First series). Division of medical education, 
The Rockefeller Foundation, New York, N. Y., 1924. 








1. The American Viewpoint Society, New York, N. Y., 1924. 




















